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A saude no Brasil passa por um processo transitério com a incidéncia
crescente de doencas cronicas junto a populacdo idosa, dentre as quais se
desca a Hipertensdo Arterial Sistémica. A atividade clinica do farmacéutico
ligada ao idoso, e sua farmacoterapia anti-hipertensiva, levam a uma
conscientizacdo quanto a saude, reducdo dos problemas relacionados a
medicamentos e adesdo satisfatéria ao tratamento. No entanto, alguns
enfrentamentos ainda sdo apontados neste exercicio, tais como préatica nao
orientada por evidéncias cientificas, sistemas de informacdes ndo organizados
e caréncia de educacao continuada. Diante destas necessidade de controlar a
hipertensdo, justifica-se esta pesquisa pela inclusdo de uma pratica profissional
aperfeicoada, destinada a Atencéo e Cuidados Farmacéuticos desenvolvendo e
utilizando um Software inovador. O objetivo principal deste trabalho estrutura-se
em desenvolver e verificar a eficacia de um programa computadorizado de
assisténcia farmacéutica denominado CAFAR (Cuidados e Atencédo
Farmacéutica) em promover o controle dos niveis de presséricos juntamente
com o acompanhamento farmacéutico aos idosos. Desta forma, idosos com
idade igual ou superior a 60 anos, que possuiam vinculo ao Centro de
Convivéncia do Centro de Referéncia em Assisténcia Social Bela Vista do
municipio de Uruguaiana (Rio Grande do Sul) foram convidados a participar do

estudo, caracterizado por uma pesquisa de campo com coorte prospectivo,



ocorrida durante os meses de maio a outubro de 2016. A partir do
desenvolvimento do software, foram realizados os cadastros dos profissionais e
idosos, a anamnese e todos os dados catalogados em uma base digital. O
mesmo instrumento emitiu alertas e relatérios ao longo do acompanhamento
farmacéutico. Foram executadas intervencbes e acbfes de cunho educativo
quanto ao estado de saude dos pacientes, bem como, orientagdes sobre sua
terapia anti-hipertensiva. Os beneficios da insercdo da nova tecnologia na
pratica clinica refletram na reducdo da glicemia e, principalmente, na
manutenc¢ao e controle da hipertensdo nos idosos. Portanto, o uso do software
mostrou-se eficiente na préatica clinca pela geracdo de relatorios digitais,
diminuicdo de falha humana, interconexdao de dados e deteccédo de reacdes

adversas e interacdes medicamentosas.

Palavras-chaves: hipertenséo, idosos, software, farmacéutico, medicamentos.



ABSTRACT

OPTIMIZATION OF ANTIHYPERTENSIVE TREATMENT FROM THE
IMPLEMENTATION OF A NEW PHARMACOTERAPEUTICAL SOFTWARE
TO ELDERLY AT A CONVIVANCE CENTER

Health in Brazil is going through a transition process with the increasing
incidence of chronic diseases in the elderly population, among which Systemic
Arterial Hypertension stands out. The clinical pharmaceutical activity, linked to
the elderly and its antihypertensive drug therapy, lead to an awareness of health,
reduction of drug-related problems and satisfactory adherence to treatment.
However, some confrontations even so it's reported, such as practice not guided
by scientific evidence, unorganized information systems and lack of continuing
education. In view of the need to control hypertension, this research is justified
through the inclusion improved professional practice, for Pharmaceutical Care
developing and using innovative software. The main objective of this research is
to develop and verify the efficacy of a computerized pharmaceutical care program
called CAFAR (Care and Pharmaceutical Care) in promoting blood pressure
control along with pharmaceutical monitoring. Thus, elderly people aged 60 or
over, who had the link with the Center of Reference of the Social Assistance
Reference Center, Bela Vista of the municipality of Uruguaiana (Rio Grande do
Sul) were invited to participate in the study, characterized by a field study with a
prospective cohort that occurred during the months of May to October 2016. After
the development of the software were registered, professional and elderly, the
anamnesis was executed and all data cataloged on a digital basis. The same
instrument issued alerts and comments throughout the pharmaceutical
monitoring. Interventions and educational actions were implemented regarding
the health status of the patients, as well as, guidelines on their antihypertensive
therapy. The benefits of pharmaceutical follow-up and the insertion of new
technology in clinical practice ware reflected in the reduction of glycemia and,

especially, in the maintenance and control of hypertension in the elderly.

Keywords: hypertension, elderly, software, pharmaceutical care, drugs.
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1 INTRODUCAO

A saude passa por uma situacao de transicdo demografica, a qual esta
ligada a um deslocamento epidemiolégico, onde o rapido processo de
envelhecimento ocorre paralelamente a um crescente perfil de doengas cronicas
nao transmissiveis (DCNT) (MENDES; MORAES; GOMES, 2014). Nos ultimos
dez anos a estimativa de vida da populacdo aumentou em vinte anos, isso tem
acentuado o debate sobre o envelhecimento populacional e questbes de saude
publica (LLOYD-SHERLOCK et al., 2014).

A populacdo mundial com idade igual ou superior a 60 anos crescera nas
proximas décadas, passando de 12% em 2015 para 22% em 2050 (ALMEIDA et
al., 2017). Em 1960, o percentual da populagédo no Brasil com idade igual ou
superior a 65 anos era de 2,7%, ja em 2000 este valor praticamente dobrou e a
estimativa para o ano de 2050 é de 19% da populacao, ultrapassando o nimero
de jovens (LYRA JUNIOR et al., 2006; MENDES, 2010).

Eentre os fatores de risco no desenvolvimento de DCNT, a Hipertensao
Arterial Sistémica (HAS) é o mais relevante. A Sociedade Brasileira de
Cardiologia (2016) define HAS quando os niveis da pressado arterial (PA)
mantém-se igual ou superior a 140 mmHg e 90 mmHg, sistdlica e diastolica,
respectivamente em adultos. Relaciona-se esta doenca com fatores intrinsecos,
como histéria hereditaria, sexo, idade e raca além de fatores externos,
associados a atividade fisica, dieta inadequada e obesidade, tabagismo,
estresse e dislipidemias. Deste modo, ha uma relacéo direta entre as medidas
antropomeétricas e os fatores de risco (perfil lipidico, perfil glicémico e PA) para o
desenvolvimento de doencgas cardiovasculares (SAAD et al., 2014). A gravidade
desse processo atrela-se a mortes por acidente vascular cerebral (AVC), infarto
agudo do miocardio (IAM), insuficiéncia renal cronica (IRC) e doencas
coronarianas, associando-se também aos elevados indices de internacdes
hospitalares (ANDRADE et al., 2015; BRANDAO et al., 2010).

Mundialmente, 20% a 25% da populacéo é afetada por HAS e 7,1 milhdes

de pessoas morrem anualmente por problemas de saude decorrentes da HAS
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(ABEGAZ et al., 2017; MENDES; MORAES; GOMES, 2014; SERRA et al.,
2016). A prevaléncia de HAS referida € de 24,1% no conjunto da populagéo
adulta das 27 capitais brasileiras estudadas (LOBO et al., 2017), sendo pouco
mais elevada em mulheres (23,6%) do que nos homens (21,5%) (SILVA et al.,
2016). A prevaléncia de PA = 140/90 mmHg € de cerca de 50% na faixa etaria
acima de 65 anos e de 75% quando considera-se a faixa acima de 70 anos.
Caracterizando a relagéo direta entre o aumento de HAS e aumento de idade
(ALMEIDA et al., 2017; BRANDAO et al., 2010). Analisando a faixa idosa da
populacao, estes valores sdo ainda mais alarmantes, cerca de 65% dos idosos
possuem HAS, quando comparados os géneros, mulheres idosas atingem uma
totalidade de 80%, incidindo de maneira direta no uso aumentado e
indiscriminado de medicamentos (LOPEZ-JARAMILLO et al., 2014). Neste
contexto, pacientes idosos e hipertensos, requerem cuidados terapéuticos mais
frequentes (BRANDAO et al., 2010; LYRA JUNIOR et al., 2006).

No Brasil, cerca de 75% da assisténcia a saude da populacéo é feita pela
Rede Publica do Sistema Unico de Saude (SUS). E importante enfatizar que
cerca de 54,5% dos pacientes hipertensos atendidos no ambito de atencédo
primaria ndo apresentam um controle de seus niveis pressoéricos (ABEGAZ et
al., 2017; AQUINO et al., 2017).

Nesse sentido, a HAS apresenta elevada prevaléncia e baixos indices de
sucesso terapéutico (MENDES; MORAES; GOMES, 2014). Desta maneira, a
coleta de dados eficiente e fidedigna através da anamenese faz-se essencial,
visto que, este € o ponto de partida para ser estabelecido um planco de atencao
terapéutica (BRANDAO et al., 2010; MACHADO et al., 2016a).

Entre as estratégias da Atencdo Primaria & Saude, as estratégias
educativas constituem um importante instrumento para estimular mudancas no
estilo de vida e reduzir os fatores de risco cardiovascular (MENDES, 2010). O
profissional farmacéutico inserido na farmacia comunitaria tem a importante
funcdo de melhorar a adeséo dos pacientes, otimizar o tratamento
medicamentoso, intervir na educacdo em saude, assim como fornecer
orientacao direta aos pacientes (GAZMARARIAN et al., 2010).
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No atual cenario globalizado, as novas tecnologias de informacédo e
comunicacdo dao oportunidade a uma verdadeira revolugdo nos processos da
educacgdo e, consequentemente, da educacdo em saude (capacidade que o0s
individuos tem em receber, processar e compreender informacdes basicas de
saude) (ARRUDA et al., 2015; GAZMARARIAN et al., 2010). Pela informatizacéo
dos dados é possivel gerar diversos relatérios para comparar os parametros dos
pacientes, detectar problemas relacionados a medicamentos (PRM), realizar
intervencoes, entre outros (VIEIRA, 2014). Alguns outros softwares disponiveis
hoje sdo destinado apenas para a gestdo de farmacias e empresas, e nao para
a pratica clinica equanto outros softwares online encontrados na rede, nao
possuem base de dados cientifica (YOKOYAMA et al., 2011).
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2 REFERENCIAL TEORICO

2.1 Transicao Epidemioldgica e Demogréfica

A saude no pais passa por uma situacdo de mudanca tanto demografica
guanto epidemioldgica e esta transicéo ocorre de maneira acelerada. Em relacéo
ao perfil epidemioldgico houve aumento das DCNT e de seus fatores de risco
como sedentarismo, tabagismo, alimentacdo inadequada, obesidade e outros
agravos, citando-se também o crescimento das causas externas, em decorréncia
do aumento da violéncia, poluicdo, toxicidade, entre outros. A estimativa de vida
aumentou cerca de vinte anos nos ultimos dez anos (LLOYD-SHERLOCK et al.,
2014; MENDES; MORAES; GOMES, 2014). Neste processo, 0 envelhecimento
populacional do pais é um reflexo do aumento da expectativa de vida, devido ao
avanco no campo da saude e da reducéo da taxa de natalidade (RODRIGUES;
OLIVEIRA, 2016).

Mundialmente, a populacdo com idade igual ou superior a 60 anos
crescera de 12% em 2015 para 22% em 2050 (ALMEIDA et al., 2017). Em 1960,
o percentual de idosos no Brasil era de 2,7%, ja em 2000 este valor praticamente
dobrou e a estimativa para o ano de 2050 é de 19% da populacdo, ultrapassando
o nimero de jovens (LYRA JUNIOR et al., 2006; MENDES, 2010).

2.1.1 Envelhecimento

O envelhecimento é um dos fendmenos biolégicos mais complexos, pois
altera vérias funcdes fisioldgicas, provocando processos em cascata, como
modificagdes na composicdo dos tecidos e da capacidade de se adaptar a
estimulos, e 0 aumento da sucetibilidade a doencas crénicas (RODRIGUES;
OLIVEIRA, 2016).

O envelhecimento envolve uma série de mecanismos, como autofagia
desregulada, disfuncdo mitocondrial, encurtamento de teldmeros, estresse
oxidativo, inflamacéo sistémica e disfuncéo do metabolismo (ANDRADE; SILVA;

FREITAS, 2004). A desregulacdo dessas vias leva a célula a um estado
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senescente, o que contribui para o envelhecimento do fendétipo e, eventualmente,
para direcionar doencas relacionadas a idade (AQUINO et al., 2017). No sistema
cardiovascular ocorrem varias modificacbes complexas com o envelhecer,
incluindo disfuncéo diastolica, hipertrofia ventricular esquerda, aumento do risco
de fibrilacdo atrial e degeneracéo valvar, o que leva também a uma diminuicéo
da capacidade de realizar exercicio, relacionada a reducdo da funcéo
barroreceptora (LIBERMAN et al., 2005).

2.2 Hipertenséao Arterial Sistémica

A HAS é uma condi¢do clinica multifatorial caracterizada por niveis
elevados e sustentados de PA, definida como a manutencdo de niveis de
pressdo arterial igual ou acima de 140 mmHg na sistélica e 90 mmHg na
diastdlica. Além disso, ha aumento do risco de comorbidades, como IAM,
insuficiéncia cardiaca, IRC e AVC (MALACHIAS et al. 2016). Somam-se ainda a
falta de estrutura dos sistemas de salde para atender a demanda gerada pela
HAS e as escassas acdes preventivas para reduzir os fatores de risco, gerado
pelo baixo controle da mesma (MENDES et al., 2014). A classificacdo da PA em
adultos (> 18 anos) tendo como referéncia as medidas casuais é segundo a VI
Diretriz Brasileira de Hipertensdo representada pelos valores que estdo

expressos na Tabela 1.

TABELA 1 - Classificagao da PA para adultos maiores de 18 anos

Classificacéo Presséao sistolica (mmHg)  Presséo diastélica (mmHQ)
Otima <120 <80
Normal <130 <85
Limitrofe 130-139 85-89
Hipertenséo Estagio 1 140-159 90-99
Hipertenséo Estagio 2 160-179 100-109
Hipertensdo Estagio 3 =180 =110
Hipertensdao sistoélica 2140 >90
isolada

Quando as pressdes sistolicas e diastblicas situam-se em categorias diferentes, a
maior deve ser utilizada para classificacdo da PA.
Fonte: Adaptado da VII Diretriz Brasileira de Hipertenséo Arterial, 2016
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Mundialmente, 20% a 25% da populacdo sdo afetadas por HAS e 7,1
milhdes de pessoas morrem anualmente em decorréncia de HAS e suas
complicagbes (ABEGAZ et al., 2017; MENDES; MORAES; GOMES, 2014;
SERRA et al., 2016). A prevaléncia de HAS referida é de 24,1% no conjunto da
populacdo adulta das 27 capitais brasileiras estudadas por Lobo et al. (2017),
sendo pouco mais elevada em mulheres (23,6%) do que nos homens (21,5%)
(SILVA et al., 2016). A prevaléncia de PA = 140/90 mmHg é de cerca de 50% na
faixa etaria acima de 65 anos e de 75% quando considera-se a faixa acima de
70 anos. Deste modo ha relacdo direta entre o aumento de HAS e aumento de
idade (ALMEIDA et al., 2017). Cerca de 65% dos idosos possuem HAS, quando
comparado este valor entre géneros mulheres idosas, atingem uma totalidade
de 80%, incidindo de maneira direta no uso aumentado e indiscriminado de
medicamentos (LOPEZ-JARAMILLO et al., 2014). Neste contexto idosos e
hipertensos, requerem cuidados terapéuticos mais frequentes ( LYRA JUNIOR
et al., 2006).

Outros fatores, além da HAS, contribuem para o aumento de incidéncia
de doencas cardiovasculares, aonde a ocorréncia simultanea de trés dos fatores
de risco descritos na Tabela 2 levam a “sindrome metabdlica” (SM) (LOPEZ-
JARAMILLO et al., 2014).

TABELA 2 —Componentes da Sindrome Metabdlica

Componentes Homens Mulheres
Circunferéncia Abdominal 2102 cm 288 cm

Presséo Arterial 2130 x 85 mmHg 2130 x 85 mmHg
Triglicerideos = 150 mg/dL = 150 mg/dL
HDL-Colesterol < 40mg/dL < 50 mg/dL
Glicemia em jejum = 100 mg/dL = 100 mg/dL

Fonte: adaptado de | Diretriz Brasileira de Diagnéstico e Tratamento da Sindrome Metabdlica
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Deste modo, ha relacao direta entre as medidas antropométricas e fatores
de risco (perfil lipidico, perfil glicémico e PA) para o desenvolvimento de doengas
cardiovasculares (SAAD et al., 2014). A gravidade desse processo atrela-se a
mortes por AVC, IAM, IRC e doencas coronarianas, associando também aos
elevados indices de internacbes hospitalares (ANDRADE et al., 2015;
BRANDAO et al., 2010).

2.3 Caracteristicas Farmacolégicas dos Principais Anti-Hipertensivos

As ligacBes proporcionadas entre o farmaco e o receptor fornecem as
classificacdes dos farmacos em agonistas, pelo fato de ligarem-se ao receptor e
produzirem o efeito, e, em antagonistas, que exercem também ac&do mas a partir
de uma ligacdo impedindo a conexdo de outra molécula ao sitio de acéo
(KATZUNG, 2013).

Além da evidéncia de beneficio clinico, a escolha do anti-hipertensivo
deve considerar fatores como comorbidades do paciente, o perfil de efeitos
adversos, a interacdo medicamentosa, a posologia e até mesmo o preco do
farmaco no mercado (HANON, 2014).

Os agentes anti-hipertensivos exercem seus efeitos interferindo nos
mecanismos fisioldgicos de regulagéo e controle da PA, assim, a partir dos seus
mecanismos comuns sao divididos em classes farmacolégicas mais especificas,
produzindo efeitos téxicos semelhantes (KATZUNG, 2013. PEREIRA,
ACURCIO, GUERRA JUNIOR, SILVA & CHERCHIGLIA, 2012).

2.3.1 Diuréticos

Os diuréticos (Tabela 3) possuem como local de acdo o néfron. O
mecanismo de acao anti-hipertensiva desta classe relaciona-se, inicialmente,
aos seus efeitos diuréticos e natriuréticos, posteriormente, o volume circulante
praticamente se normaliza e ha reducdo da resisténcia vascular periférica
(PEREIRA; GONZAGA DO NASCIMENTO, 2011). Sao eficazes no tratamento
da hipertenséo arterial, tendo sido comprovada sua eficacia na reducdo da
morbidade e da mortalidade cardiovasculares (PEREIRA et al., 2012).



25

Para uso como anti-hipertensivos, sédo preferidos os diuréticos tiazidicos
em baixas doses sendo os farmacos de primeira escolha no tratamento da HAS,
pois possuem beneficios cardiovasculares comprovados e baixo custo
(CACCESE PERROTTI et al., 2007). Inibem o transporte de NaCl predominante
no tubulo contorcido distal. Em pacientes da raca negra, tiazidico (12,5 a 25
mg/dia) é preferido, em funcéo de sua eficacia na manutencgéo dos niveis da PA
bem como seu amplo uso em populagéo geriatrica (BATLOUNI, 2009).

Os diuréticos de alca inibem seletivamente a reabsorcéo de NaCl no ramo
ascendente espesso na alca de Henle e diminuem, assim, o sistema de
reabsorcdo do potassio e aumentam a excrecdo de magnésio e calcio (BRAGA
et al., 2013).

Os diuréticos poupadores de potassio bloqueiam os efeitos da
aldosterona, de promover a secrecdo de potassio pelos tubulos e também
diminuem a excrecdo desse ion, aumentando sua concentracdo no liquido
extracelular e por isso sao referidos como diuréticos poupadores de potassio ou
inibidores competitivos da aldesterona (LONGO; MARTELLI; ZIMMERMANN,
2011). A tendéncia dos diuréticos tiazidicos em causar hipocalemia é reduzida
pela associacdo de um diurético poupador de potassio (amilorida, triantereno,
espironolactona), por exemplo (BATLOUNI, 2009).

Os diuréticos osmaticos (manitol) aumentam a osmolaridade do plasma e
do fluido tubular, séo filtrados livremente no glomérulo renal, a reabsorcéo
tubular é limitada e farmacologicamente séo inertes, sendo indicados na reducao
ou na prevencao de edema cerebral, na redugcédo da pressao intra-ocular e em
situacdes de insuficiéncia renal aguda. Sdo usados em grande maioria em meio
hospitalar, sendo administrados doses suficientemente grandes (LONGO;
MARTELLI; ZIMMERMANN, 2011).
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Diuréticos
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Caracteristicas das Principais Classes de Diuréticos
Medicamento Possiveis Reacdes Adversas e Interacdes
Hidroclorotiazida Desidratacéo,

ainda hipoglicemia em pacientes diabéticos,
podem apresentar hiperlipidemia e transtorno de eletrélitos

Clortalidona Comum aos demaisda classe
Furosemida Hipomagnesia,
erupcdes cutaneas,
eosindfilia,

Perda auditiva relacionada a dose,
Edema e desidratacéo.

Espironolactona Apresentam interacdes com B-bloqueadores, AINEs ou
IECA. Podem causar anormalidades end6crinas
Amilorida Comum aos demais da classe
Manitol Se administrado por via oral, podem provocar diarréia

osmotica. Outras reagdes como: edema pulmonar fraco,
cefaléia, nduseas e vomitos e desidratacao grave.

Fonte: Adaptado de Katzung (2013).

2.3.2 Depressores do Sistema Nervoso Central (SNC) ou Agonistas
Adrenérgicos Seletivos

Os agonistas adrenérgicos az-seletivos (Tabela 4) atuam reduzindo a PA

através de um efeito no tdbnus simpético cardiaco que leva a uma reducdo na

contratilidade do miocérdio, da frequéncia cardiaca e da resisténcia periférica
(RANG et al., 2011).
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TABELA 4 — Particularidades dos Principais Farmacos Agonistas a-2 Seletivos
Medicamento Particularidades Reacdes

Clonidina Atualmente, esta em desuso.

Metildopa Trata-se de um pro-farmaco metabolizado
no cérebro, sendo utilizado
principalmente no tratamento de gravidez
gestacional, em razéo da falta de efeitos
adversos ao bebé. As concentracdes
maxima no plasma surgem apés 2-3
horas. Ela é eliminada com uma meia-
vida de aproximadamente 2 horas.

Adversas
Ressecamento da boca e sedacao;
pode ocorrer disfuncdo sexual;
bradicardia;

Ocorrem reacdes de abstinéncia apés
a interrupcéo abrupta da terapia a
longo prazo e hipertensao de rebote;
Saliente outros efeitos adversos, como
edema, ganho de peso e hipotensao
ortostatica ou postural
Em suma, o farmaco produz efeitos
colaterais tipicos de farmacos
antiadrenérgicos de a¢do central, como
por exemplo a sedagéo sendo
temporaria na maioria dos casos. Um
diminuicdo na energia psiquica pode
persistir em alguns pacientes, e ocorre
depressao em alguns casos. A
metildopa esta associada a um risco de
reacdo hemoliticas de fundo
imunoldgico e hepatotoxicidade, de
modo que, hoje em dia, é pouco
utilizada, exceto para a hipertensdo no
final da gestacao.

Algumas reagdes adversas relacionam-
se a anemia hemolitica, leucopenia,
trombocitopenia, aplasia das células
vermelhas, sindrome semelhante ao
lGpus eritematoso, erupcdes cuténeas
liguenoides e granulomatosas,
miocardite, fibrose retroperitoneal,
pancreatite, diarréia e ma absorcao.

Fonte: Adaptado de RANG et al (2011).

2.3.3 B-bloqueadores ou Antagonistas dos Receptores B-Adrenérgicos

Os receptores B-adrenérgicos estao presentes principalmente no coracao,
aonde um bloqueio deste receptor h4 redugcdo da frequéncia cardiaca,
contratilidade e débito cardiaco (KATZUNG, 2013). Ainda este receptor esta
envolvido pelo estimulo de producdo de Renina, através da conversao de
angiotensinogénio em angiotensina, ativando o sistema Renina Angiotensina,
gue eleva a presséao arterial (RANG et al., 2011). Os antagonistas Beta podem
ser distinguidos pelas seguintes propriedades: afinidade relativa pelos
receptores Beta 1 e Beta 2 (FLICK, 2013; GOODMAN & GILMAN, 2012). Os
antagonistas do receptor beta-adrenérgico (TABELA 5) sdo bons na reducéo da
agravamento e profilaticos para o terapéutica da angina por esforco e no

melhoramento da sobrevida de pacientes que tiveram IAM (GOODMAN &
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GILMAN, 2012; KATZUNG, 2013). Os resultados vasoprotetores sé&o
decorrentes da queda no consumo de oxigénio pelo coracdo em repouso e
durante esfor¢o. No entanto, ndo séo indicados como monoterapia inicial para
idosos sem comorbidades (LONGO et al., 2011).

Propranolol, timolol e metoprolol mostram-se efetivos na profilaxia da
enxaqueca, o mecanismo desse efeito ainda ndo € conhecido, e esses farmacos
nao sao uteis no tratamento de crises aguda, (B-bloqueadores mostram-se
efetivos no controle de crises do panico em situacdes de exposi¢ao ao publico e
ansiedade (RANG et al.,, 2011). Em relacdo ao SNC os efeitos adversos, da
classe em geral, incluem fadiga, distlrbios do sono como insénia ou pesadelos
e depressdo (BAXTER, 2010). Existe relevancia quanto a pacientes diabéticos,
principalmente em diabetes mal controlada, pois 0 uso destes agonistas estimula
a hipoglicemia associada a atividade fisica (GOODMAN & GILMAN, 2011).
Atencdo especial da-se a funcdo pulmonar, pois a principal reacdo adversa é
causada pelo bloqueio dos receptores beta-2 nos muasculos liso bronquiais,
principalmente se tratando do propranolol (RANG et al., 2011).

Podem ser observadas interacdbes medicamentosas afetando a
biodisponibilidade dos anti-hipertensivos com sais de aluminio; certos farmacos
como a fenitoina, rifampicina e o fenobarbital, bem como o fumo de cigarros, por
induzem as enzimas de biotransformacéao hepatica. Em contrapartida, cimetidina
e a hidralazina podem aumentar a biodisponibilidade de farmacos,
principalmente para o propranolol e o metroprolol (FINKEL et al., 2010). Alguns
pacientes sob tratamento com antagonistas Beta se queixam de frio nas
extremidades, provavelmente devido a perda da vasodilatacdo mediada pelos
receptores beta nos vasos cutaneos (GOODMAN & GILMAN, 2012; KATZUNG,
2013).
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TABELA 5 — Caracteristicas dos Principais Farmacos 3-bloqueadores
Farmacos Caracteristicas

Propranolol Interage com os receptores Betal e Beta2 com igual afinidade;
A biodisponibilidade pode ser aumentada com a ingestao de alimentos;
A desvantagem esta no aumento progressivo de dose;
Utilizado em subdoses como profilatico para enxaqueca.

Atenolol O atenolol € um antagonista beta— 1 seletivo. E muito hidrofilico e parece entrar
no SNC apenas em grau limitado. Mostra-se mais eficaz associado a um
diurético, para pacientes idosos e causa menos efeitos adversos no SNC.

Timolol Em oftamologia, tem sido usado no tratamento do glaucoma, por reduzir a
producédo de humor aquoso bloqueado os receptores beta no epitélio ciliar.
Metoprolol Sofre absor¢do quase que completa apds administracdo oral, mas possui grande

perda de primeira passagem. Se for administrado apenas uma vez ao dia, é
importante confirmar que a pressao arterial esteja controlada.

Carvedilol e Sao altamente eficazes na reducéo da PA e tratamento da insuficiéncia
Nebidolol cardiaca, por suas propriedades vasodilatadoras adicionais, ainda podendo
melhorar o perfil lipidico,caracterizando-os como B-bloqueadores de Terceira
Geracao.

Fonte: Adaptado de FINKEL et al (2010); GOODMAN & GILMAN (2012) & BAXTER (2010).

2.3.4 Bloqueadores a-1, Antagonistas dos Receptores a-1 ou a-
blogueadores

Os receptores a-1 estdo mais presentes nos vasos sanguineos da pele e
visceras, assim, um bloqueio em a-1 impede uma vasoconstricdo nos vasos de
resisténcias arteriolar e veias e o resultado é reducao da PA devido a diminuicédo
da resisténcia periférica e do retorno venoso ao corac¢dao (LONGO; MARTELLI;
ZIMMERMANN, 2011). Entre os principais efeitos adversos observados cefaléia,
tontura, sincope, rubor facial e mais raramente podem induzir a hipertrofia
gengival, mas tendem a exercer efeitos favoraveis, diminuindo as lipoproteinas
de baixa densidade e os triglicerideos, enquanto aumentam as concentracdes
de lipoproteinas de alta densidade (BAXTER, 2010). Ha associacdo de
Doxazosina e Prazosina com Finasterida e Durasterida devido aos efeitos
benéficos dos mecanismos, destes ultimos, em reduzir significativamente o risco
de progressao clinica global da hiperplasia prostatica benigna (HPB) por inibirem
a conversao de testosterona em diidrostestosterona e levar a uma reducédo de
volume da préstata em alguns pacientes. Demais particularidades podem ser
observadas na Tabela 6 (PINHEIRO; CARVALHO; LUPPI, 2013).
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TABELA 6 — Particularidades dos Principais Farmacos a-bloqueadores e

farmacos coadjuvantes
Medicamento Caracteristicas Reacdes Adversas e/ou

Interac6es medicamentosas

Prazosina E bem absorvida ap6s administrac&o oral, Interacdes medicamentosas
com biodisponibilidade de 80-70% e sua devem ser consideradas quando
concentracao maxima € atingida em 1-3h. administrados
A dose inicial deve ser de 1mg, concomitantemente Verapamil
habitualmente administrada ao deitar, de ou Diltiazem a terapia,
modo que o paciente permaneca assim ocasionando depressao
durante vérias horas para reduzir o risco de miocérdica e bloqueio
reacdes de sincope que podem ocorrer atrioventricular. Obstrugéo
apos a primeira dose. intestinal é observada,

particularmente, com verapamil.

Doxazosina Farmaco analogo da prazosina e Comum ao relato da prazosina.

altamente seletivo.
Fonte: Adaptado das VI Diretriz Brasileira de Hipertensao Arterial (2010).

2.3.5 Vasodilatadores Diretos

Os medicamentos pertencentes a esta classe atuam diretamente na
reducdo da resisténcia vascular periférica. Sao utilizados em associacdo com
diuréticos e/ou betabloqueadores. Hidralazina e minoxidil s&o dois dos principais
representantes desse grupo (GILMAN et al., 2006). As principais reacdes
adversas enquadram-se em decorréncia da vasodilatacdo arterial direta,
promovem retencdo hidrica e taquicardia reflexa, o que contraindica seu uso

como monoterapia e indica o seu desuso (RANG et al., 2011).

2.3.6 Blogueadores dos Canais de Calcio ou Antagonistas dos Canais de
Célcio

O ion calcio é um importante mensageiro intracelular, sendo fundamental
nos mecanismos de excita¢do, contracdo da musculatura lisa do miocardio e dos
vasos e atividade marcapasso do no sinoatrial (MARIN et al., 2008).

Os nomes da maioria destes farmacos sao utilizados por autores
diferentes nos géneros feminino ou masculino, como nifedipina ou nifedipino,
anlodipina ou anlodipino, e destes farmacos, os Unicos que nao tem o sufixo ina
(ou ino) sao o diltiazem e o verapamil. Apesar do mecanismo final comum, a

propriedade de bloguear o fluxo transmembranar de céalcio através dos canais,
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esse grupo é dividido em trés subgrupos, com caracteristicas quimicas e
farmacoldgicas particulares: fenilalquilaminas, benzotiazepinas e diidropiridinas
(LONGO; MARTELLI; ZIMMERMANN, 2011).

As principais interacbes medicamentosas apresentam-se pelo uso de:
diltiazem ou verapamil adicionado a um B-bloqueador, ou a amiodarona ou ainda
a prazosina e doxazosina podem resultar em hipotensao e bradicardia; diltiazem
ou verapamil com o farmaco cimetidina causam aumento dos niveis sérios
destes primeiros; ainda obstrucéo intestinal € observada, particularmente, com
verapamil (BAXTER, 2010). Rang (2011) salienta que o farmaco nifedipina pode
promover uma queda de pressdo abrupta e inesperada, diminuindo o fluxo
sanguineo a 6rgdos vitais, seus efeitos adversos com maior frequéncia sédo

cefaléia, tonturas, e, rubor devido a vasodilatacdo excessiva.

2.3.7 Inibidores da Enzima Conversora da Angiotensina ou Inibidores do
Sistema Renina-Angiotensina

O sistema renina-angiotensina aldosterona (SRAA) desempenha
importante fungdo na regulacéo da presséo arterial e da homeostase eletrolitica
(GILMAN et al., 2006). Entre as reacfes existentes ao longo desse sistema as
principais  particularidades sdo atribuidas ao substrato  primario
(angiotensinogénio) e as enzimas renina e enzima conversora de angiotensina
(ECA) 1, pois representam a principal via de producdo de angiotensina Il
(peptideo efetor do sistema) (LONGO; MARTELLI; ZIMMERMANN, 2011). Os
principais farmacos estdo descritos na Tabela 7.

A enzima renina é sintetizada, secretada e armazenadas nas células
justaglomerulares localizadas no rim e € altamente especifica. Sua funcao esta
em ativar a conversdao de angiotensinogénio em angiotensina I; esta,
posteriormente, € convertida em angiotensina Il pela ECA e outras proteases
(GONCALVES et al., 2012). A angiotensina Il é um vasopressor potente que se
liga ao seu receptor para regular a pressédo sanguinea. A ECA também impede
a acao de um potente vasodilatador, a bradicinina (LONGO; MARTELLI;
ZIMMERMANN, 2011).

O uso desse inibidor € a melhor alternativa de medicagéo por via oral ou

sublingual para o tratamento de crises hipertensivas, mas é contraindicada na
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gravidez, em insuficiéncia renal (levam a agravo de hiperpotassemia), estados
hipovolémicos e em hipercalemia. Desta forma, seu emprego deve ser cauteloso
e frequentemente monitorado (HANON, 2014).

Segundo Rang et al. (2011) as principais reagdes adversas da classe
tratam-se de tosse seca, alteracdo do paladar e, mais raramente, reacfes de
hipersensibilidade com erup¢éo cutdnea e edema angioneurdtico. A reducéo da
dose, o &cido acetilsalicilico e a suplementacao de ferro reduzem a tosse. Ainda
Katzung (2013) salienta outros efeitos colaterais mais raros, como incluem
neurotropenia (sinalizando por dor de garganta e febre), glicosuria (perda de

glicose na urina na auséncia de hiperglicemia) e hepatotoxicidade.

TABELA 7 — Caracteristicas dos principais farmacos Inibidores do Sistema
Renina-Angiotensina

Farmacos Caracteristicas
Captopril A biodisponibilidade é reduzida em 25-30% com alimentos, por isso ele dever
ser administrado 1 hora antes das refeicdes.
Enalapril O maleato de enalapril € um pré-farmaco hidrolisado por esterases no figado
e possui meia vida mais longa quando comparado ao Captopril
Lisinopril O lisinopril é o analogo lisina do enalaprilato; ao contrario do enalapril, o

lisinopril € ativo. In vitro é um inibidor da ECA ligeiramente mais potente do
que o enalaprilato.
Fonte: Adaptado de Rang et al (2011); Katzung (2013) e Longo et al (2011).

2.3.8 Bloqueadores dos Receptores de Angiotensina Il (BRAS) ou
Antagonistas N&o Peptidicos dos Receptores de Angiotensina ll

Possuem um mecanismo de acdo pela ocupacédo especifica do receptor
da angiotensina Il, a qual promoveria vasoconstricdo e estimularia a absorcao
de sodio (LONGO; MARTELLI; ZIMMERMANN, 2011). Os BRAS (TABELA 8)
sdo renoprotetores na diabetes, no entanto possuem potencial teratogénico e
reagbes como tontura e, raramente, reacdo de hipersensibilidade cutanea e as
precaucdes para seu uso sdo semelhantes as descritas para os IECA (RANG et
al., 2011; KATZUNG, 2013).

Como observado, o Captopril e a Losartana sao classes diferentes de
farmacos, ambos tém como objetivo impedir a acdo da angiotensina Il, no
entanto, em relacdo aos efeitos colaterais ha algumas diferencas, uma vez que

a Losartana Potassica € antagonista da ECA, ndo impedindo, assim, totalmente
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sua funcéo, podendo essa classe degradar a Bradicinina ndo produzindo a tosse,
diferentemente do Captopril, que inibe a formacdo da angiotensina Il, gerando
um acumulo de Bradicinina, causando a tosse (GONCALVES et al., 2012).

TABELA 8 - Caracteristicas dos principais farmacos Bloqueadores dos

receptores de Angiotensina Il

Medicamentos Caracteristicas

Losartana Os niveis plasméaticos maximos de losartana e o metabolito ativo, séo

alcancados dentro de 1-3h apos a administracéo oral e suas meias vidas
plasmaticas séo, respectivamente, de 2,5 e de 6-9h.
A losartana € comparada ao enalapril na melhora a tolerancia do
exercicio.

Valsartana Aprovada para pacientes com insuficiéncia cardiaca ventricular esquerda

ou disfun¢éo ventricular esquerda apos IAMe aprovada no tratamento da
nefropatia diabética
A presenca de alimentos reduz sua absorcéo
Irbesartana aprovada no tratamento da nefropatia diabética
Fonte: Adaptado de Goodman & Gilman (2007); Rang et al (2011) e Katzung (2013).

2.4 Cuidados Farmacéuticos

A farmacia, de uma forma rudimentar ja existia desde as primeiras
civilizacdes, a qual dispunha-se de um conhecimento consideravel sobre plantas
combinando elementos empiricos, racionais e religiosos (PEREIRA; GONZAGA
DO NASCIMENTO, 2011).

A prética do cuidado é algo inerente ao ser humano, cuidar e ser cuidado
faz parte desde o momento do nascimento de cada individuo (LUNARDI et al.,
2009). O cuidado visa ao bem-estar do paciente, a sua integridade moral e a
sua dignidade como pessoa. E fato que necessitamos de uma variedade de
relacionamentos para nossa simples sobrevivéncia e salde (MULLER;
SCORTEGAGNA; MOUSSALLE, 2011; ZUCOLO et al., 2014)

Dito pela Sociedade Brasileira de Cardiologia (2016), a atencdo a
implementacédo de medidas de prevencao na HAS representa um grande desafio
para os profissionais e gestores da area de saude, pois no Brasil, cerca de 75%
da assisténcia a saude da populacéo é feita pela rede publica do SUS e a
prevencao primaria e a deteccdo precoce sao as formas mais efetivas de evitar
as agravos cardiovasculares e devem ser metas prioritarias dos profissionais de

saude.
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De acordo com o capitulo IV da Resolugcédo n° 357/ 2001, do Conselho
Federal de Farmacia, que aprova o regulamento técnico das Boas Praticas de
Farmacia, o profissional farmacéutico deve manter-se atualizado e exercer seu
papel na criacdo de um perfil farmacoterapéutico adequado as necessidades do
paciente. Mais recentemente, conforme os termos da RDC n° 214/ 2006, da
Agéncia Nacional de Vigilancia Sanitaria (ANVISA), dentre outras
responsabilidades e atribuicbes, o farmacéutico é responséavel por prestar
Atencdo Farmacéutica (AF).

Pacientes idosos normalmente apresentam multimorbilidade com
consequente polifarmécia, situacdo que torna a prescricdo nessa populacdo
desafiadora, com potencial para resultados adversos, incluindo interagdes
medicamentosas e eventos adversos a medicamentos (CLYNE et al., 2015).

Além disso nesta faixa etaria, ha diminuicdo de percepcao e atividades
cognitivas, aumento da automedicacao pelos produtos de venda livre e indicacéo
de pessoas leigas (ANDRADE; SILVA; FREITAS, 2004). O acompanhamento
farmacoterapéutico faz-se através do auxilio ao paciente nas suas necessidades
relacionadas ao medicamento, como a solucdo de duvidas sobre as doses e
horario de administracdo, as possiveis interagcbes com os alimentos e/ou
medicamentos e a deteccao, prevencao e resolucdo de problemas relacionados
aos medicamentos, sendo extremamente Gtil no acompanhamento de patologias
cronicas de forma documentada e continua (GAUTERIO et al., 2012;
YOKOYAMA et al., 2011).

O controle da HAS constitui uma das areas estratégicas da Atencao
Priméria a Saude e tém sido observados a reducgéo da PA, a diminuigdo do peso
corporal e da circunferéncia abdominal, melhora do perfil lipidico e da glicose
sanguinea, mudancas favoraveis no consumo alimentar habitual e aumento do
conhecimento sobre o processo saude-denca-cuidado (MACHADO et al.,
2016a).

A discussdo sobre aumentar a responsabilidade do farmacéutico, entre
outros profissionais da area, a partir do manejo clinico dos pacientes, fez-se
estabelecer novas mudancas como a autorizacdo para que alteracdées como
iniciar, substituir, ajustar, repetir ou interromper a terapia farmacologica
(RESOLUCAO N° 585 DE 29 DE AGOSTO DE 2013).
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Cada paciente é tratado de forma individualizada, ou seja, a terapia
farmacoldgica devera ser adequada ao estilo diario de cada paciente,
respeitando suas limitagbes e habitos (ANDRADE, 2009; DADER, MUNOS &
MARTINEZ, 2008). De uma maneira geral, o farmacéutico deve estar atento para
que, ao longo do tratamento, as reacdes adversas ao medicamento sejam as
minimas possiveis, quais devem ser registradas e documentadas; estabelecer
uma boa relagdo; minimizando falhas na administragdo de medicamentos; listar
e classificar os problemas relatados pelo paciente e identificados na anamnese;
estabelecer os resultados farmacoterapéutico desejado para cada problema
relacionado com o medicamento; eleger, junto com o médico, a melhor solucdo
farmacoterapéutica (ADRIANA MITSUE IVAMA et al, 2002; LOPEZ-
JARAMILLO et al., 2014; LUNARDI et al., 2009).

Algumas sugestdes de acompanhamento seguem: evitar medicamentos
com janela terapéutica baixa; estimar custo-efetividade; analisar a importancia
da reacdo adversa; simplificacdo do esquema terapéutico, quanto ao nimero de
farmacos, doses e tomadas e fornecer quadro baseado em horarios, ou
relacionados aos eventos da rotina diaria (levantar-se, deitar-se, refeicdes);
procurar um sinergismo vantajoso; fornecer orientacfes dietéticas; compartilhar
as instru¢des com familiar ou acompanhante que convivam com o paciente
(BRASIL, 2012; LIBERMAN et al., 2005).

2.5 Protocolos informatizados para anamnese farmacéutica

No atual cenario globalizado, as novas tecnologias de informacao e
comunicacdo dao oportunidade a uma verdadeira revolugdo nos processos de
educagcdo em saude (ARRUDA et al., 2015). Pela informatizacdo dos dados é
possivel gerar diversos relatorios a fim de acompanhamento e comparacéo,
detectar PRM e realizar intervencdes (GAZMARARIAN et al., 2010). Outros
softwares séo destinado apenas para a gestao de farmacias e empresas, e nao
para a pratica clinica; outros online, ndo possuem base de dados cientifica
(YOKOYAMA et al., 2011).

A coleta de dados eficiente através da anamenese faz-se essencial e com

frequéncia ocorre através do preenchimento de fichas ndo computadorizadas,
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dificultando a organizacdo e torna o processo fatigante, menos agil, mais
trabalhoso, mais oneroso a longo prazo, e sujeito a maiores falhas (BRASIL,
2012). Entre alguns banco de dados existentes destinado a coleta de
informacbes sobre o paciente, a maioria dos sistemas apresenta as
funcionalidades béasicas de armazenamento dos dados do paciente e dos
profissionais da saude, da terapia medicamentosa e dos parametros fisiol6gicos
e recuperagao dos mesmos (YOKOYAMA et al., 2011).

Entre os diferentes métodos utilizados, em diferentes paises, faz-se
importante que esta pratica tenha como foco principal o paciente, objetivando a
melhorara terapéutica desde a prescricdo, a administracdo, aos PRM e a adesao
ao tratamento (ROBLEK et al., 2015; SIGULEM; RAMOS; ANCAO, 2015).

E importante enfatizar este Ultimo processo, pois cerca de 54,5% dos
pacientes hipertensos atendidos no ambito de atencéo primaria ndo apresentam
um controle de seus niveis pressoricos(MACHADO et al., 2016b; RODRIGUES;
OLIVEIRA, 2016).
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3 OBJETIVOS

3.1 Objetivo geral:

Verificar a eficiéncia de um programa farmacoterapéutico denominado
CAFAR (Cuidados e Atencdo Farmacéutica) em promover o controle dos niveis
de pressdo sistolica e diastélica e como ferramenta auxiliar no acompanhamento
farmacéutico a idosos atendidos em um centro de convivéncia do municipio de

Uruguaiana-RS.

3.2 Objetivos especificos:

- Realizar o cadastro do grupo de idodos pertencente a um centro de convivéncia
do municipio de Uruguaiana-RS programa CAFAR,;

- Realizar o levantamento das principais classes dos agentes anti-hipertensivos
orais usados pelos pacientes;

- Verificar possiveis reacfes adversas em decorréncia dos farmacos anti-
hipertensivos através de préprio software;

- Elucidar as principais dificuldades quanto a adeséo farmacoterapéutica pelos
idosos;

- Determinar demais comorbidades relacionadas a HAS presente nos idosos
estudados;

- Identificar os principais fatores de risco cardiometabdlicos no grupo de idosos;
- Realizar o acompanhamento dos niveis pressoricos ao longo do tempo de

seguimento a fim de comparagéo.
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Abstract

Health in Brazil is going through a transition process, aging promotes a
growing profile of chronic diseases, in which stands out Hypertension. The clinical
pharmaceutical activity, linked to the elderly and its antihypertensive drug
therapy, lead to an awareness of health, reduction of drug-related problems and
satisfactory adherence to treatment. However, some confrontations even so are
reported, such as practice not guided by scientific evidence, unorganized
information systems and deficiency of continuing education. In view of the need
to control hypertension, this research is justified through the inclusion improved
professional practice, for Pharmaceutical Care developing and using innovative
software. The main objective of this research is to develop and verify the efficacy
of a computerized pharmaceutical care program called CPC (Care and
Pharmaceutical Care) in promoting blood pressure control along with
pharmaceutical monitoring. Thus, Elderly people aged 60 or over, who attended
to with the Center of Reference of the Social Assistance Reference Center, Bela
Vista of the municipality of Uruguaiana (Rio Grande do Sul) were invited to
participate in the study, characterized by a field study with a prospective cohort
that occurred during the months of May to October 2016. After the development
of the software were registered, professional and elderly, the anamnesis was
executed and all data cataloged on a digital basis. The same instrument issued
alerts and comments throughout the pharmaceutical monitoring. Interventions
and educational actions were implemented regarding the health status of the
patients, as well as, guidelines on their antihypertensive therapy. The benefits of
pharmaceutical follow-up and the insertion of new technology in clinical practice
ware reflected in the reduction of glycemia and, especially, in the maintenance

and control of presséo in the elderly.

Keywords: hypertension, elderly, software, pharmaceutical care, drugs.

What is known about this topic?

"The increase in chronic diseases has grown in parallel with an aging population.”
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"Among chronic diseases, hypertension is a pathology of high incidence, difficult

control and severe complications”

What this paper adds?

"The insertion of the pharmacist in the community accompanying the elderly in
antihypertensive treatment"

"The updating of the pharmacist's clinical practice by the insertion of new
technologies”

"The optimization of blood pressure and quality of life of the elderly".
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INTRODUCTION

Health in Brazil is undergoing a demographic transition, which is linked to
an epidemiological process, where the rapid aging process interferes in parallel
with a growing profile of chronic diseases. Life expectancy has increased to
almost twenty years, and therefore the debate is more pronounced about the
aging population and public health problems (Lloyd-Sherlock et al. 2014, Mendes
et al. 2014).

Thus, among the risk factors in the development of chronic diseases,
hypertension is one of the most relevant (Andrade et al. 2015). It's defines
hypertension when blood pressure levels remain equal to or greater than 140
mmHg and 90 mmHg, systolic and diastolic, respectively. he severity of the
process is associated with deaths due to stroke, acute myocardial infarction,
chronic renal failure and coronary diseases, as well as to the hospital admission
rates (SBC et al. 2016).

Globally, 20% to 25% of the population is affected by hypertension and 7.1
million people die annually (Mendes et al. 2014, Serra et al. 2016, Abegaz et al.
2017). The prevalence of hypertension is 24.1% in the Brazilian adult population,
and it’s slightly higher in women (23.6%) than in men (21.5%), (Silva et al. 2016,
Lobo et al. 2017). Blood pressure values = 140/90 mmHg are about 50% higher
in the age group over 65 years and 75% when they consider a range above 70
years. Thus, the relationship between increased hypertension and increased age,
directly affecting non-increased and indiscriminate use of medications (SBC et al.
2010, Brandao et al. 2010, Almeida et al. 2017). In this context, again, elderly
patients, being these elderly and hypertensive, require more frequent therapeutic

care (Lyra Junior et al. 2006, Brandao et al. 2010, Lopez-Jaramillo et al. 2014).

In Brazil, about 75% of the population is assisted by the Public Health
System, where about 54.5% of the hypertensive patients seen in primary care do
not present a control of their blood pressure levels (Abegaz et al., 2017; Aquino

et al., 2017). In this sense, hypertension presents high prevalence and low rates
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of therapeutic success, thus requiring a pharmaceutical follow-up in the

multidisciplinar health team (Mendes et al. 2014, Nobre de Menezes et al. 2016).

For this monitoring, efficient and reliable data collection through
anamnesis becomes essential, since this is the starting point for new practices
(Brandao et al. 2010, Machado et al. 2016). The pharmacist, inserted in the
community, plays an important role in promoting patient health, optimizing drug
treatment and adherence, intervening in health education, and providing direct

patient guidance (Gazmararian et al. 2010).

In this globalized scenario, the new technologies of information and
communication give opportunity to a real revolution in the processes of education
and, consequently, of health education (Gazmararian et al. 2010, Arruda et al.
2015). Through the computerization of data it is possible to generate several
reports to compare the parameters of the patients, to detect Problems related to
Medications, to carry out interventions, among others. Some softwares are
intended only for the management of pharmacies and companies and not for
clinical practice and other online softwares found in the net, do not have scientific
database (Yokoyama et al. 2011).

Thus, the main objective of the present study was to develop and to verify
the efficiency of CPC (Care and Pharmaceutical Care), pharmaceutical care
software, in control of pressure levels, biochemical and anthropometric markers,
through the orientation and pharmaceutical monitoring for the purpose of
optimization of antihypertensive treatment of elderly patients attended in
socializing center in Uruguaiana, Rio Grande do Sul, Brazil.

METHODS

Researsh Characteristics

Participed the research elderly people aged = 60 years, who belong the
Center of Socialization of the Center of Reference in Social Assistance of Rio
Grande do Sul who agreed to participate in the research. The sample size was
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obtained for convenience and not probabilistic and did not include hypertensive
elderly without communication capacity, that would make it impossible to answer
guestions related to anamnesis. The present proposal presented a period of data
collection from May to October 2016, being characterized by a reserach with a
prospective cohort, where the antihypertensive treatment of the elderly was

analyzed.

Software development

The software was developed in multiplatforms with its operational base in
Java Swing using PostgresSQL database resources and system-specific
intelligence operations such as "drug-drug interactions”. The data were
constructed from Jasper iReport. For a compilation and execution of software for
JavaC aided by the NetBeans IDE development tool.

Collection Procedure

The data collection was performed from the form filling through the
computer program developed by the researcher from a database and executed
through the software "Java". Participation in the study was divided into six
stages: (1) interview on the patient's lifestyle and her pharmacological therapy;
(2) anthropometric evaluation quantifying weight (kg) and height (m), waist
circumference (cm) and hip circumference (cm); (3) venous puncture of 6 mL of
blood for subsequent biochemical evaluations; (4) during the course of data
collection, blood pressure (mmHg) was measured, from the first contact with the
participants, until the end of the research with weekly frequency and through a
sphygmomanometer; (5) in the same period were speaked information about
treatment; (6) The same blood collection procedure at the beginning of the

research, six months later, was doed, for comparison.
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Analysis

Fasting glycemia and lipid profile (total cholesterol, HDL cholesterol, LDL
cholesterol and triglycerides) were performed analysing in serum using
commercial kits from Labtest® (Lagoa Santa, Minas Gerais, Brazil) in Chemwell®
(Jabaquara, Séo Paulo, Brazil). The software made it possible to interconnect
patient information and alerted messages about adverse reactions arising from
antihypertensive treatment, drug-drug interactions with medicines used to treat
hypertension or heart diseases with other medicines, foods or medicinal plants.
Beyond of the particular analysis of each interview and evaluation recorded.

Patients with systolic blood pressure 2140 mmHg and diastolic blood
pressure 290 mmHg, or using antihypertensive treatment (SBC et al. 2010) were
considered hypertensive.

The diagnostic criteria for metabolic syndrome were evaluated in the
presence of at least three of the following criteria: abdominal waist 288cm for
women or 2102cm for men; HDL < 50mg / dL for women or < 40mg / dL for men;
triglycerides 2150mg / dL; blood pressure with cutoff values considering 130 /

85mmHg; fasting glycemia =2110mg / dL (Lopez-Jaramillo et al. 2014).

Monitoring, Pharmaceutical Care and Return of Results

Pharmaceutical follow-up occurred in the 6-month period, with weekly
frequency for the purpose of observing improvement or maintenance of pressure
levels. As well as, individually, the pharmaceutical guidelines were passed on to
elderly. In therapy, doses were optimized, adjuvant drugs were inserted in the
antihypertensive treatment, as well as, withdrawn ineffective or unnecessary
drugs, adjusted the times of taking, analyzed the adverse reactions from
antihypertensive treatment and potentially dangerous drug interactions. The

sequence of activities can best be observed in the flowchart.

Insert here Figure 1.
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Evaluation of Software Effectiveness

The data inserted in the program, allow a pharmacotherapeutic monitoring
and research of evaluations, as well as, generation of reports. The evaluation of
the efficacy of the software was carried out mainly by reducing and / or controled
the pressure levels generated from graphs, as well as improving the health status
of each patient and the measures associated with cardiovascular risk such as
weight, waist circumference and body mass index and improvement of lipid and
glycemic levels, such measures being carried out at the beginning and at the end

of the study and compared.

Statistical analysis

The data were analyzed in the statistical program SPSS / PC version 20.0
(SPSS, Inc., IL). Descriptive analyzes were performed through frequency
analysis (categorical variables) and means and standard deviation (continuous
variables). The comparisons of the measures before and after the follow-up were
performed through paired t-test and comparisons between time and blood
pressure variation through two-way ANOVA with repeated measures, followed by

post hoc SIDAK. Significant associations with p<0.05 were considered significant.

Ethic

This study complied with the ethical principles for research involving
human subjects contained in the Declaration of Helsinki (1964, restated in 1975,
1983, 1989, 1996, 2000 and 2008) of the World Medical Association and
Resolution 466/12 of the National Health Council of the Ministry of Health that
govern research involving human beings in Brazil (BRASIL, 2012). This study
was approved by the Research Ethics Committee of the Federal University of
Pampa under the number 60375116.6.0000.5323. It was also approved by the
Department of Social Action and Housing of the municipality of Uruguaiana
(maintainer of the Center of Coexistence where the study took place). All
participants who accepted to participate in the study signed a Free and Informed

Consent Term.
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RESULTS

Software features

The software initially features an access interface to register the
professionals. After accessing, by navigating in the taskbar above, you can
register the patients. Being a population of elderly patients with diminished
functional and cognitive abilities, the program focuses on resources such as
scrap telephones, living alone (yes or no) or having a pre-established deficit.
Subsequently, the first evaluation of the patient is made, that is, the anamnesis
of the patient already duly registered. For example, if this evaluation is a
reassessment or completeness of data, by clicking on "Search of Evaluations",
through the patient's name, you will go through all the evaluations already
performed with their respective dates, if there is a need to modify some records,
in the same guide you can click on "Search for personal data" for edited.

In the anamnesis, next access flap, a broad geriatric evaluation is
performed. Anthropometric measures such as abdominal weight, height and
circumference can be inserted, closed questions and answers as if they have
children, you are smokers, surgical procedures have already been used and data
from the last hospital stay can also be answered. Blood pressure values and
biochemical values such as glycemia, HDL and LDL cholesterol and triglycerides,
as demonstrated, can be attached. Information on lifestyle, family history of
diseases, consumption of alcoholic beverages, fried foods, vegetables,
industrialized foods, beverages enriched with maté tea, coffee and medicinal
herbs are included in this adaptation of anamnesis. As well as, information about
drugs, pharmaceutical class, place of storage of the drugs, difficulties of posology
or of administration. And finally, functional information such as the presence of
hearing or visual difficulties, autonomy to perform domestic activities and
tendency to fall.

Individual reports are generated with the information entered and can also
be printed or saved in digital format in the software. However, if there was
presence of drug-drug interaction or some reaction adversed spoken, alert
messages are issued and the professional has a final assessment of the clinical

potential of these warnings.
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Among the other features of the software developed, they refer to the
ability to back up operations by saving data, it is not necessary acess the Internet
to operate, require login and password to ensure that the information contained
therein is not leaked, in case of forgetting password or login these can be

retrieved by data confirmations and it is free.

Characteristics of participants

The sample consisted of a total of 48 elderly enrolled from the Software
with mean age of 76.86% (z 6 years) and mostly by women (64%). In total, 75%
have children, 54.2% do not smoke, only 8.3% present neural disorders, 65.7%
have Metabolic Syndrome; 60.4% are diabetic patients taking hypoglycemics and
27.1% of the elderly have depression using anti-depressants.

Regarding the diet of the elderly (Table 1) and lifestyle, meals are not
balanced, and the frequency of daily water consumption was not satisfactory,
37.5% (n = 18) for consumption of two liters or more during the day. The
adherence of the tea enriched with mate was not included in the daily routine of
each participant, but they accused their use (68.8%, n = 33) with weekly

frequency.

Insert here Table 1. Weekly Food Frequency (= 3 times) of the elderly reviewed
by CAFAR

Antihypertensive treatment

The drugs present in the antihypertensive therapy (Table 2) presented a
combination scheme, and the use of diuretics was linked to the treatment of
68.8% (n = 33) of the sample. Still, even the group being diagnosed as
hypertensive patients, none antihypertensive was used in the treatment in 2.1%
of the elderly. Others adjuvant drugs in the treatment of hypertension for the
purpose of reducing cardiovascular morbidity and mortality are expressed, see
Table 3.
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Insert here Table 2. Endangered antihypertensive drugs

Insert here Table 3. Other adjuvant drugs in the antihypertensive treatment of the

elderly

As for the other characteristics associated to medications, all the elderly
reported to ingest their medications with water. Administration difficulties related
to low literacy level, together with difficulty for to understand the dosage, were
observed in Table 4. 41.7% of the elderly reported or presented adverse reactions

(Table 5), the main ones being related to sedation.

Insert here Table 4. Causes of non-adherence to antihypertensive treatment
identified by CAFAR

Insert here Table 5. Reported or identified adverse reactions.

A peculiar characteristic, that a large part of the elderly prefer buy their

drugs sending to manipulate in magistral pharmacys, see Table 6.

Insert here Table 6. Classification of drugs

Anthropometric and Biochemical Measures

When comparing the biochemical values of the two measurements (before
and after follow-up) (Figure 1), there were reductions in fasting glycemia values,
50.13% (p = 0.002) and triglycerides with diference de 3.66% (p = 0.026). Other
biochemical values did not show significant changes, as well as anthropometric

measurements.

Insert here Figure 2

Pressure monitoring
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Figure 2 suggests the differences in blood pressure measurements,
systolic (1) and diastolic (2), over the 27 weeks. All the results were significant (p
<0.05). There is uma difference between the first verification and pharmaceutical
follow-up up to the fifth week of the study, showing the values of both blood
pressure levels declining. Between the following week to the eleventh week,
blood pressure levels fluctuate considerably and after show to be stable up to the
seventeenth week. In the eighteenth week, the climatic season of the year
changes and there is an increase of the pressure when compared to the previous
week. In the last weeks of study, the values remain stabilized until their decay.
An analysis between the first week of pressure measurement, insertion of the
software and pharmacotherapeutic monitoring until the last week shows a notable
difference in blood pressure levels, these values being optimized, that is,
decreased. As hypertensive subjects had a drop in pressure levels, where at the
beginning of the intervention the mean was 147.65 / 87.65mmHG to 120.5 /
74.5mmHG at the end of the intervention shows a control of hypertension and

optimization of antihypertensive treatment in the elderly.

Insert here Figure 3.

DISCUSSION

The CAFAR software created to support clinical decision making has
made patient care more efficient and safer for its electronic and reliable data
collection, as well as offering extra features such as alert messages and report
generation. This in turn, proved to be effective in controlling blood pressure, along
with the pharmaceutical monitoring of elderly Socialization Center. The main
limitations of the other databases, when compared to the developed, the reported
limited availability, the generation of reports with missing information or
exaggerated reports without clinical relevance, lack of information on the health
status of each particular patient and low specificity of the assessment (Roblek et
al. 2015).

Thus, technologies for health care and education, in their simplest form,

provide access to information to assist providers in decision-making, while the
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more sophisticated generate alerts and reminders (Robertson et al. 2010). The
use of monitoring methodologies with computational screening may help
professionals to recognize potential and clinically significant problems, as
properly shown by the CAFAR software created. Alerts appear clearly in the form
of recommendations, which are derived from studies. Complete reports, made
from a detailed anamnesis, regarding the patient's follow-up and history could be
issued and sent to the other professionals of the multiprofessional team (Payne
et al., 2015; Rodrigues & Oliveira, 2016).

Generally in the population studies it is noticed a greater participation of
women, as well as the high incidence of Metabolic Syndrome and Diabetes can
also be associated with the aging. The process of population development has
been strongly associated with the increased prevalence of hypertension. It is
known that this pathology is linked to the population lifestyle of an unbalanced
diet, with excessive salt intake, reduced exercise and consumption of fresh fruits
and vegetables, as shown by the results highlighted. Food reeducation can not
be performed only through pharmaceutical intervention and not better results
have been obtained, in the change of the anthropometric profile, being necessary
referral to the specialized professionals, that is, nutritionists and physical
educators (Caccese Perrotti et al. 2007, Massa et al. 2016). The topic depression
in the elderly has been strongly discussed and may be linked to decreases in
cognitive abilities and isolation by the family. Analyzing pharmacological issues,
antidepressant drugs, such as benzodiazepines, are considered potentially
inappropriate for the elderly (Kovacevi¢ et al. 2014).

The main focus of antihypertensive treatment is the reduction of the
complications resulting from hypertension and consequently of mortality rates,
using non-drug measures associated with antihypertensive drugs alone or
notFive main classes of drugs are used in the treatment of hypertension, called
Angiotensin Converting Enzyme Inhibitors, Angiotensin Receptor Blockers, Beta
Blockers, Calcium Channel Blockers and Diuretics, the latter being last, the drug
of choice in the elderly. However, it was observed the use of drugs belonging to
the same pharmacological class, which does not show advantageous synergism,
as well as a hypertensive patient without drug treatment. The criteria for choosing

the medicines are in this being effective orally, well tolerated, to start with the
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lowest doses possible and consider the socioeconomic conditions (Roblek et al.
2015, Lim et al. 2015).

Some adverse reactions presented by the elderly in this study are
associated with the characteristics of the drugs used. Beta blockers, such as
Atenolol, may cause cold sensation in the extremities of the body such as hands
and feet, as well as, Hydrochlorothiazide, a thiazide diuretic can cause
hypopotassemia and cramps as an adverse reaction and due to the accumulation
of bradykinin, drugs such as Captopril, of the class of Angiotensin Converting
Enzyme Inhibitors, can cause nocturnal dry cough (Longo et al. 2011, Paula
Daniel de Lima et al. 2013, Rodrigues & Oliveira 2016).

Again it is demonstrated by another study that the most serious adverse
reactions were related to drugs acting in the cardiovascular system as antiplatelet
and antihypertensive and subsequent to antidepressant drugs. These classes are
shown as the main classes present in this studies and consumed by the elderly
(Heikkila et al. 2006).

The nonadherence of chronic patients to the drug treatment represents
from 43% to 65.5% of the cases. Maintaining adherence to medication is a
complex issue in patients with chronic diseases, especially cardiovascular
diseases, because the influence of non-adherence to antihypertensive drugs is
one of the most relevant causes of uncontrolled blood pressure (Abegaz et al.
2017).

Patients may fail to adhere to the prescribed antihypertensive therapy for
a number of reasons such as absence of symptoms associated with the disease,
complexity of the medication dosage schedule, or cost or adverse reactions
presented (Pucci et al. 2012). In another study, blood pressure measurement
data were correlated with the ultimate goal of adherence to medication. It was
verified that adherence to drug therapy is directly linked to the improvement of
the quality of life of each patient and decrease of pressure. After detailed
anamnesis and reports generated by the CAFAR software, it can also be
elucidated that the non-control of blood pressure levels of these elderly patients
were mainly related to non-adherence the terapy. However, the reason for this
non-adherence is the fact the asymptomatic course of hypertension and of

patients do not understand their disease and their medication (Bae et al. 2016).



53

The professional pharmacist inserted in the community pharmacy has the
important function of improving patient adherence, optimizing drug treatment,
intervening in health literacy, and providing direct patient orientations
(Gazmararian et al. 2010).

An approach to the educational aspect in health is of considerable
importance, especially among elderly patients. Studies of this nature help to
ensure the safe use of drugs, mainly because of the high prevalence of drug
related problems among the elderly, and this prevalence rises dramatically as the
complexity of the treatment increases (Secoli et al. 2010). Non-control of arterial
hypertension promotes an increase in cardiovascular diseases (Abegaz et al.
2017).

Although some interventions are described in the literature, such as the
"teach-back" technique, some more information in this study was inserted to
complement this dialogue, such as the incorporation of self-adhesive images with
instructions about taking doses, printed material for annotation and weekly
monitoring of blood pressure values, illustrative and explanatory folders about
diet, pathological mechanisms, biochemical tests and drug action. The impact of
clear communication and the insertion of graphic illustrations is expressed
through the results presented, optimizing the antihypertensive treatment of each
elderly in focus (Gazmararian et al. 2010).

Although previously disadvantaged, pharmaceutical care becomes
increasingly necessary, given the recent growth in the aging population and
greater focus on primary health care. The benefits of pharmaceutical monitoring
extend to controlling the pressure, increasing smoking cessation rates and
cessation of alcoholism, decreasing chronic renal disease, cardiovascular
complications and dyslipidemias, as well as reducing the presence of non-
efficient polypharmacy. In addition, there is greater satisfaction of patients with
pharmaceutical care due to the clarity of information provided about drug therapy

and its diseases (Truong et al. 2017).
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CONCLUSION

Hypertension is a pathology of great incidence and difficult to control and
Is associated with non-adherence to antihypertensive treatment. The insertion of
the pharmacist in the community, accompanying the hypertensive patient
contributes to the control of the blood pressure, mainly by educational measures,
thus avoiding consequent damages, as well as, a better medication
administration.

Knowledge about drug treatment favors patient adherence. The
pharmacist is the health professional with extensive knowledge about drugs,
therefore, strongly indicated to guide the patient about their therapeutic regimen.

The new technology used in clinical practice promoted a health education,
a more reliable anamnesis and knowledge of the health status of each patient
with greater rapidity, besides offering resources such as alerts, reports,
communication with other health professionals and the main objective was
achieved in the optimization antihypertensive treatment of the elderly and

controlling hypertension.
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Tables

Table 1. Weekly Food Frequency (2 3 times) of the elderly reviewed by
CAFAR

N Frequéncia (%)

Fried food 17 354

Vegetables, fruits and vegetables 16 33.3

Tea enriched with mate 24 50

Alcoholic beverages 2 6.3

Table 2. Endangered antihypertensive drugs
N Frequéncia (%)

Atenolol, Losartan and Hydrochlorothiazide 8 16.7

Captopril 7 14.6

Losartan 6 12.5

Enalapril Maleate 5 10.4

Atenolol 5 10.4

Propranolol Hydrochloride 3 6.3

Losartan + Captopril + Hydrochlorothiazide 1 2.1

Enalapril + Captopril 1 2.1

Atenolol associated with Chlorthalidone 1 2.1

Atenolol associated with Chlortalidone + 1 21
Captopril

Propranolol + Hydrochlorothiazide 1 2.1

Captopril + Hydrochlorothiazide 1 2.1

Doxazosin and Valsartan 1 2.1

Table 3. Other adjuvant drugs in the antihypertensive treatment of the
elderly

N Frequéncia (%)
Acetylsalicylic acid 100mg 43 89.6
Digoxin 2 4.2
Clopidogrel bisulfate 1 2.1

Warfarin 1 2.1
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Table 4. Causes of non-adherence to antihypertensive treatment identified

by CAFAR
N Frequéncia (%)
Low level of literacy and difficulty of 24 50
interpretation of posology
Difficult posology 6 12.5
Forgetfulness 4 8.3
Nasty palate 2 4.2
Difficulties of locomotion 1 2.1
None 11 22.9

Table 5. Reported or identified adverse reactions.

N Frequéncia (%)
Dizziness, feeling tired and drowsy 6 12.5
Cramps and cold at the extremities of the 5 125
Body like hands and feet
Chest pain, anxiety and nervousness 4 8.3
Dry cough and dry mouth 4 8.3
Headache 2 4.2
Insomnia 1 2.1
Weight gain 1 2.1
None 28 58.3
Table 6. Classification of drugs
N Frequéncia (%)
Generic 22 45.8
Manipulated drug 15 31.3
Reference or Original 7 14.6
Similares 3 6.3
None 1 21
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FIGURE 1. Pharmaceutical follow-up flowchart
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PARTE llI

4 DISCUSSAO GERAL

O software CAFAR, criado para o0 apoio a decisdo clinica, tornou o
atendimento ao paciente mais eficiente e seguro, por sua coleta de dados
eletrbnica e fidedigna, além de oferecer recursos extras, como mensagens de
alertas e geracdo de relatérios. Também mostrou-se eficiente no controle da
pressdo arterial, juntamente com o acompanhamento farmacéutico aos idosos
do Centro de Convivéncia. As principais limitacdes dos demais bancos de dados,
guando comparados ao desenvolvido, atrelam-se a sua disponibilidade limitada,
a geracao de relatérios com informacdes faltantes ou relatérios exagerados sem
relevancia clinica, caréncia de informacdes sobre o estado de saude de cada
paciente em particular e baixa especificidade da avaliacdo (ROBLEK et al.,
2015).

Assim, tecnologias destinadas a cuidados e educacdo em saude, na sua
forma mais simples, fornecem acesso a informacgdes para auxiliar os provedores
na tomada de decisGes, enquanto o mais sofisticado geram alertas e lembretes
(ROBERTSON et al., 2010). O uso de metodologias de monitoramento com
triagem computacional, podem ajudar profissionais a reconhecer potenciais e
clinicamente significativos problemas, como com propriedade mostrou o
software CAFAR criado. Os alertas aparecem claramente e sob forma de
recomendacdes, sendo estes derivados de estudos. Relatérios completos, feitos
a partir de uma anamnese minuciosa, relativos ao acompanhamento e histérico
do paciente puderam ser emitidos e serem encaminhados aos demais
profissionais da equipe multiprofissional (Payne et al., 2015; Rodrigues &
Oliveira, 2016).

Em outra pesquisa (BAE et al.,, 2016), correlacionou-se os dados da
medicao da pressado sanguinea com objetivo final da adesdo a medicacéo e foi
constatado que a aderéncia a terapia medicamentosa esta diretamente ligada a
melhora da qualidade de vida de cada paciente e diminui¢cdo da presséo. Apos
anamnese detalhada e relatorios gerados pelo software CAFAR, pode-se
também elucidar que o ndo controle dos niveis pressoricos destes idosos

estavam atrelados principalmente a ndo adesdao medicamento. No entanto, o
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motivo desta ndo adesao € o fato do curso assintomatico da hipertenséo e dos
pacientes ndo compreendem sua doenca e sua medicagao.

O profissional farmacéutico inserido na farmécia comunitaria, tem a
importante funcdo de melhorar a adesédo dos pacientes, otimizar o tratamento
medicamentoso, intervir na alfabetizacdo em saude destes, como também
fornecer orientacdo direta aos pacientes (GAZMARARIAN et al., 2010). Uma
abordagem do aspecto educacional em salde € de consideravel importancia,
especialmente sob pacientes idosos. Estudos desta natureza ajudam a garantir
0 uso seguro de farmacos, principalmente pela alta prevaléncia de problemas
relacionados a medicamentos entre idosos e estd prevaléncia eleva-se
drasticamente a medida que a complexidade do tratamento aumenta (SECOLI
et al., 2010). O nédo controle da Hipertensao Arterial impulsiona um aumento de
doencas cardiovasculares, podendo chegar este crescimento até 30% em 2025,
0 que demonstra a pesquisa ser de suma importancia (ABEGAZ et al., 2017).

Os beneficios do acompanhamento farmacéutico estendem-se ao
controle da pressdo, ao aumento das taxas de abandono do tabagismo e
alcoolismo, diminuicdo de doenca crénico renal, complicacdes cardiovasculares
e dislipidemias, assim como diminuicdo da presenca de polifarmacia nao
eficientes. Além disso, h4 maior satisfacdo dos pacientes com o atendimento
farmacéutico devido a clareza de informacGes fornecidas sobre a terapia

medicamentosa e suas doencas (TRUONG et al., 2017).
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5 CONCLUSAO

O software mostrou-se eficiente sendo utilizado como uma nova
ferramenta auxiliar na prética clinica farmacéutica, através do mesmo o
farmacéutico pode realizar o cadastro dos idosos e profissionais na base de
dados digital, realizar o levantamento dos principais agentes anti-hipertensivos
orais utilizados pelos pacientes, receber alertar e identificar reagbes adversas
em decorréncia que farmacos atuantes no sistema cardiovascular e efetuar uma
correlacéo do antes da intervencao farmacéutica e apos a intervencao.

A nova tecnologia utilizada na pratica clinica promoveu uma educacao em
saude, uma anamnese mais confidvel e conhecimento do estado de saude de
cada paciente com maior rapidez, além de oferecer recursos como alertas,
relatorios, comunicacao com outros profissionais de saude e o objetivo principal
foi alcancado em otimizacdo do tratamento anti-hipertensivo dos idosos e
controle da hipertensao arterial.

A insercao do farmacéutico na equipe multidisciplinar, acompanhando o
paciente hipertenso contribui para o controle da PA, evitando dessa maneira

agravos decorrentes, bem como, uma melhor administracdo dos medicamentos.
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drafting of the paper and ALL must have critically reviewed its content and have
approved the final version submitted for publication. Participation solely in the
acquisition of funding or the collection of data does not justify authorship and,
except in the case of complex large-scale or multi-centre research, the number
of authors should not exceed SiX.
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potential conflicts of interest noted. As of 1 March 2007, this information will be a
requirement for all manuscripts submitted to the Journal and will be published in
a highlighted box on the title page of the article. Please include this information
under the separate headings of ‘Source of Funding’ and ‘Conflict of Interest’ at
the end of your manuscript.

If the author does not include a conflict of interest statement in the manuscript
then the following statement will be included by default: ‘No conflicts of interest
have been declared’.

Source of Funding: Authors are required to specify the source of funding for their

research when submitting a paper. Suppliers of materials should be named and
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Note to NIH Grantees: Pursuant to NIH mandate, Wiley-Blackwell will post the
accepted version of contributions authored by NIH grant-holders to PubMed
Central upon acceptance. This accepted version will be made publicly available
12 months after publication. Authors should ensure that NIH is listed under the
Acknowledgements section of the manuscript as a source of funding. It would
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2.4 Permissions
If all or parts of previously published illustrations are used, permission must be
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obtain these in writing and provide copies to the publisher.
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where via the Wiley Author Licensing Service (WALS) they will be able to
complete the license agreement on behalf of all authors on the paper.

For authors signing the copyright transfer agreement
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presented with the copyright transfer agreement (CTA) to sign. The terms and
conditions of the CTA can be previewed in the samples associated with the
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CTA Terms and Conditions http://exchanges.wiley.com/authors/fags---copyright-

301.html.
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Creative Commons Attribution License OAA
Creative Commons Attribution Non-Commercial License OAA
Creative Commons Attribution Non-Commercial -NoDerivs License OAA

To preview the terms and conditions of these open access agreements please
visit the Copyright FAQs hosted on Wiley Author
Services http://exchanges.wiley.com/authors/fags---copyright- 301.html and

visit http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--

License.html.

If you select the OnlineOpen option and your research is funded by certain
funders [e.g. The Wellcome Trust and members of the Research Councils UK
(RCUK) or the Austrian Science Fund (FWF)] you will be given the opportunity to
publish your article under a CC-BY license supporting you in complying with
Wellcome Trust and Research Councils UK requirements. For more information
on this policy and the Journal’s compliant self-archiving policy please

visit: http://www.wiley.com/go/funderstatement.

3. SUBMISSION OF MANUSCRIPTS
Manuscripts should be submitted electronically via the online submission

site http://mc.manuscriptcentral.com/hscc. The use of an online submission and

peer review site enables immediate distribution of manuscripts and
consequentially speeds up the review process. It also allows authors to track the
status of their own manuscripts. Complete instructions for submitting a paper are
available online and below. Further assistance can be obtained from the HSCC

Editorial Office, by e-mail: HSCCoffice@wiley.com

3.1. Getting Started
1. Launch your web browser (supported browsers include Internet Explorer 6 or
higher, Netscape 7.0, 7.1, or 7.2, Safari 1.2.4, or Firefox 1.0.4) and go to the

journal's  online  Submission  Site: http://mc.manuscriptcentral.com/hscc.

2. Log-in or click the ‘Create Account’ option if you are a first-time user.
3. If you are creating a new account.fter clicking on ‘Create Account’, enter your
name and e-mail information and click ‘Next’. Your e-mail information is very
important. Enter your institution and address information as appropriate, and
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using your e-mail address as your user ID), and then select your area of
expertise. Click ‘Finish’.

4. If you have an account, but have forgotten your log-in details, go to Password
Help on the journals online submission system

http://mc.manuscriptcentral.com/hscc and enter your e-mail address. The system

will send you an automatic wuser ID and a new temporary

password.
5. Log-in and select ‘Author Centre’.
3.2. Submitting Your Manuscript

6. After you have logged in, click the ‘Submit a Manuscript’ link in the menu bar.

7. Enter data and answer questions as appropriate. You may copy and paste

directly from your manuscript and you may upload your pre-prepared covering

letter.

8. Click the ‘Next’ button on each screen to save your work and advance to the

next screen.

9. You are required to upload your files.

« Click on the ‘Browse’ button and locate the file on your computer.

o Selectthe designation of each file in the drop-down menu next to the ‘Browse’
button.

« When you have selected all files you wish to upload, click the ‘Upload Files’
button.

10. Review your submission (in HTML and PDF format) before sending to the

journal. Click the ‘Submit’ button when you are finished reviewing.

3.3. Manuscript Files Accepted
Manuscripts should be uploaded as Word (.doc/.docx) or Rich Text Format (.rtf)
files (not write-protected) plus separate figure files. GIF, JPEG, PICT or Bitmap
files are acceptable for submission, but only high-resolution TIF or EPS files are
suitable for printing. The files will be automatically converted to HTML and PDF
on upload and will be used for the review process. The text file must contain the
entire manuscript including title page, abstract, bullet points, keywords, text,
references, tables, and simple figures, but no embedded high-resolution figures.
Figure tags and figure legends for high-resolution figures should be included in
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the file. Manuscripts should be formatted as described in the Author Guidelines

below.

3.4. Blinded Review
All manuscripts submitted to HSCC will be reviewed by two experts in the field.
HSCC uses double-blinded review. The names of the reviewers will thus not be
disclosed to the author submitting a paper and the name(s) of the author(s) will
not be disclosed to the reviewers. To allow double-blinded review, please submit
(upload) your main manuscript and title page as separate files. Please upload:

e Your manuscript without title page under the file designation ‘main document’
« Figure files under the file designation ‘figures’

o The title page, Acknowledgements and Conflict of Interest Statement where

applicable, should be uploaded under the file designation ‘title page’

All documents uploaded under the file designation ‘title page’ will not be viewable
in the HTML and PDF format you are asked to review at the end of the submission
process. The files viewable in the HTML and PDF format are the files available

to the reviewer in the review process.

3.5. Suspension of Submission Mid-way in the Submission Process
You may suspend a submission at any phase before clicking the ‘Submit’ button
and save it to submit later. The manuscript can then be located under
‘Unsubmitted Manuscripts’ and you can click on ‘Continue Submission’ to

continue your submission when you choose to.

3.6. E-mail Confirmation of Submission
After submission you will receive an e-mail to confirm receipt of your manuscript.
If you do not receive the confirmation e-mail after 24 hours, please check your e-
mail address carefully in the system. If the e-mail address is correct please
contact your IT department. The error may be caused by spam filtering software
on your e-mail server. Also, the e-mails should be received if the IT department

adds our e-mail server (uranus.scholarone.com) to their whitelist.

3.7. Manuscript Status
You can access ScholarOne Manuscripts (formerly known as Manuscript Central)



79

any time to check your ‘Author Centre’ for the status of your manuscript. The

journal will inform you by e-mail once a decision has been made.

3.8. Submission of Revised Manuscripts
Revised manuscripts must be uploaded within three months of authors being
notified of conditional acceptance pending satisfactory revision. Locate your
manuscript under ‘Manuscripts with Decisions’ and click on ‘Submit a Revision’
to submit your revised manuscript. Please remember to delete any old files
uploaded when you upload your revised manuscript. Please also remember to
upload your manuscript document separate from your title page.

3.9 Supporter Journal
This journal works together with Wiley’s Open Access Journal, Health Science
Reports to enable rapid publication of good quality research that is unable to be
accepted for publication by our journal. Authors may be offered the option of
having the paper, along with any related peer reviews, automatically transferred
for consideration by the Editor of Health Science Reports. Authors will not need
to reformat or rewrite their manuscript at this stage, and publication decisions will
be made a short time after the transfer takes place. The Editor of Health Science
Reports will accept submissions that report well-conducted research that reaches
the standard acceptable for publication. Health Science Reports is a Wiley Open
Access journal and article publication fees apply. For more information please go
to http://onlinelibrary.wiley.com/journal/10.1002/(ISSN)2398-8835.

4. MANUSCRIPT TYPES ACCEPTED
Quantitative Articles: Full details of our guidelines for quantitative articles ia

available at: http://www.blackwellpublishing.com/pdf/hsc 962 rev.pdf.

Manuscripts should be compatible with the Uniform Requirements for

Manuscripts Submitted to Biomedical Journals (http://www.icmje.org/), with

randomised intervention studies reported according to CONSORT

recommendations (www.consort-statement.org), non-randomised intervention

studies to TREND recommendations (www.trend-statement.orq), and

observational studies to STROBE recommendations (http://www.strobe-

statement.org/). Other study designs should be reported to a similar structure and

standard.
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Qualitative Articles: The Journal publishes manuscripts of studies using a range
of qualitative designs including grounded theory, ethnography, phenomenology,
participatory/action research, case studies and others. Authors are encouraged
to provide sufficient detail for reviewers and readers to critique all components of
the manuscript. Manuscripts would normally include the headings and content
areas as outlined below. Details on the requirements for abstracts are outlined in
Section 5.

Introduction: The introduction should include sufficient background including a
thorough and integrated review of the literature. The editor acknowledges that in
some qualitative research traditions, particularly grounded theory, researchers
may prefer to outline the literature quite briefly at the beginning of the research
reporting process and discuss the literature in depth in relation to the study
findings later in the discussion section of the manuscript. While this is acceptable
to some degree, there remains the need to outline sufficient literature at the
beginning of the manuscript to provide a scholarly context and rationale for the
paper. The literature review should convince the reader that the study was
undertaken using established research criteria such as the prevalence of the
phenomenon/problem; the importance or impact of the phenomenon/problem in
relation to individuals and families; the impact of the phenomenon/problem on
health service utilisation (as relevant); etc.

Theories or concepts in relation to the phenomenon under study may also be
included to provide the theoretical underpinnings of the study. Empirical studies,
theoretical papers, policy/government reports would normally be cited. Gaps in
the empirical and/or theoretical literature are also noted. It is also important that
the literature review be concisely written and well integrated. A clear statement
of the purpose/aims of the study should be included in the introduction. This
should be consistent with what is written in the abstract.

Methods: Some studies also benefit from the inclusion of a sub-heading which
includes background information which specifically orientates the reader to the
particular study site or programme. Also, if preliminary work was carried out in
preparation for the study, this should be reported with details as to how it informed
the main study.

The Methods section would normally include the following:
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« type of study design including the rationale for the selection of the particular
design with literature support

e data collection methods — include details such as the interviews (or
observation approaches or other data collection methods) with rationale and
literature support

« data collection procedures including recruitment, settings, sampling, etc.

« the consenting process including how informed consent was secured, who
secured the consent, etc.. If written consent was not given, authors need to
state how informed consent was secured

« dates of data collection

« analysis procedures with literature support. Include details on any computer
software used to manage data (if appropriate)

« discussion of the steps taken to enhance the rigour of the research process
and findings

« details of formal research ethics approval

Findings: Normally, a description of the characteristics of the participants is

included at the beginning of the findings section.

A short overview of the findings (a sentence or two) helps to orientate the reader

to the text which follows, i.e. the number of themes and the names of the themes

(other terminology is also acceptable). The language used to name the themes

should be similar to that reported in the abstract and the more detailed text which

follows. Also, the order of presentation of the themes needs to be the same. This
assists the reader to follow the logic and direction of the paper. The data analysis

needs to be of sufficient depth to ensure that the findings are presented at a

conceptual level. A simple descriptive presentation of the data is not adequate.

It would be expected that qualitative interviews would include excerpts from the

data as part of the process of reporting the findings and establishing the credibility

of the research process. Excerpts, other than a short sentence within quotation
marks in the text, should be single spaced and indented in the text. A colon is
used at the end of the text prior to the quoted data excerpt. Authors should include
the code number (or facsimile, i.e. pseudonym) in brackets at the end of the
qguote. When there is more than one category of participants in the study (such
as social workers and clients or particular age groups), authors should use an
identifier (i.e. SWO01 could refer to the first social worker participant; C03 could
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refer to the third client participant; YA 10 could refer to the tenth young adult
participant). Including the participant number and/or participant group helps the
reviewer ascertain the range of the sample used to report the findings, which
assists in assessing the credibility of the findings. Occasionally, authors prefer to
include quotes in a box or table at the end of the paper. This is acceptable
providing the data are well organised and presented.

Discussion: Normally, the discussion should contain an interpretation of the

findings and comparisons of the findings from other studies (both similarities and
differences). It should also include the authors' critical reflection on the strengths
and limitations of the study that may affect the transferability of the findings to
other populations such as problems with sampling, recruitment, attrition,
deviations from the research protocol or other problems during data collection or
data analysis procedures.

Authors should include, where relevant, the implications of the study findings for
practice and policy. A brief conclusion should be added to the manuscript that
does not merely summarise the findings.

The Journal acknowledges that there may be variations in the interpretation of

the presentation of the findings and discussion in qualitative research. Where
possible, authors are requested to follow the processes outlined above.

Examples of Published Qualitative Manuscripts:

e Bengtsson-Tops A., Saveman B.l. & Tops D. (2009) Staff experience and
understanding of working with abused women suffering from mental iliness.
Health and Social Care in the Community 17, 459-465.

e Gilbert L. & Walker L. (2010) ‘My biggest fear was that people would reject
me once they knew my status...”: stigma as experienced by patients in an
HIV/AIDS clinic in Johannesburg. Health and Social Care in the
Community 18, 139-146.

e Lee |, Wang H.H., Chiou C.J. & Chang S.H. (2009) Family caregivers’
viewpoints towards quality of long-term care services for community-dwelling
elders in Taiwan. Health and Social Care in the Community 17, 312-320.

Review Papers: We welcome systematic, narrative and scoping reviews. In

addition, we welcome ‘state of the art’ papers that address issues and topics

relevant to health and social care in the community, and appeal to a
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multidisciplinary and international audience. All review papers are overseen by
the Reviews Editor.

We would expect that reviews submitted to the journal are rigorous, robust and
up-to-date. The dates the review commenced and finished should be in both
Methods and Abstract. Reviews should have a maximum of 7000 words. Authors
who submit systematic reviews are expected to follow established guidelines
such as those provided by the University of York Centre for Reviews and

Dissemination guidance for undertaking systematic reviews in health care

(http://www.york.ac.uk/inst/crd/). Authors who submit scoping reviews are

expected to follow guidance on scoping reviews such as the methodology
guidance by Arksey & O’Malley (2005)(Reference: Arksey H & O’Mallley L (2005)
Scoping studies: towards a methodological framework, International Journal of

Social Research Methodology; 8:1: 19-32); or Levac et al (2010)(Reference:

Levac D, Colquhoun H, O’Brien KK (2010). Scoping studies: advancing the

methodology. Implementation Science; 5:69. DOI 10.1186/1748.5908-5-69).

For those authors submitting a descriptive, critical, narrative or scoping review

we would expect them to follow the guiding principles of the systematic review

process (outlined below) in order to maintain a high standard of review.

Methods used in all reviews should be guided by the key principles of systematic

review process (where appropriate). These are:

« Reviews start with clearly formulated topic or research question

e Reviewers strive to locate all relevant literature from a variety of sources and
report their search strategies

« Reviews contain explicit study inclusion and exclusion criteria

o All studies are critically appraised

o All studies are examined and judged according to preset quality criteria

e The results of this in-depth analysis are  summarised
both within and across studies. Tables/Figures of more than 2 pages will only
appear in the online version of the paper

e Conclusions are drawn from a synthesis of the results of included studies

e Overall findings are based on studies which are the most methodologically
sound

Authors are encouraged to seek advice from the Reviews Editor if necessary,

and consult section 5.6 on Supporting Material.


http://www.york.ac.uk/inst/crd/
http://www.york.ac.uk/inst/crd/
http://www.york.ac.uk/inst/crd/
http://www.tandfonline.com/doi/abs/10.1080/1364557032000119616#.VO3KuSxiPYA
http://www.implementationscience.com/content/5/1/69
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Policy Papers: Authors should be mindful that HSCC is an international journal

and where possible the discussion should draw from international sources.

Special Issues: From time to time the Editor may commission a special issue of
the journal which would take the form of a number of papers devoted to a
particular theme. Special issue organisers will be expected to produce

introductory and concluding discussion sections.

5. MANUSCRIPT FORMAT AND STRUCTURE

5.1. Style
Authors should remember that they are writing for an international
multidisciplinary audience. Authors are strongly recommended to consult recent
issues of the journal for an idea of topics, content, presentation and general style.
The typescript should be double spaced with a wide margin on either side.
Articles should not exceed 5000 words (excluding figures, tables and the

reference list).

5.2. Format
Language: The language of publication is English. Authors for whom English is a
second language must have their manuscript professionally edited by an English
speaking person before submission to make sure the English is of high quality. It
is preferred that manuscripts are professionally edited. A list of independent
suppliers of editing services can be found

at http://authorservices.wiley.com/bauthor/english language.asp. All services

are paid for and arranged by the author, and use of one of these services does
not guarantee acceptance or preference for publication.

Units: Measurements where appropriate must be in Sl units. Units, Symbols and
Abbreviations (Baron & McKenzie Clarke, Royal Society of Medicine 2008) is a

useful guide.

5.3. Structure
All manuscripts submitted to HSCC should include: title page, abstract, keywords,


http://onlinelibrary.wiley.com/doi/10.1111/hsc.2009.17.issue-1/issuetoc
http://onlinelibrary.wiley.com/doi/10.1111/hsc.2009.17.issue-1/issuetoc
http://authorservices.wiley.com/bauthor/english_language.asp
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bullet points, text, references, tables and figures.

Title Page: This should contain a concise title of the article, names and
qualifications of authors, their affiliations and the full postal address, email and

telephone number of an author to whom correspondence can be addressed.

Abstract: This should be non-structured and should not exceed 300 words.
Where appropriate authors should cover the following areas: objective; study
design; location, setting and dates of data collection; selection and number of
participants; interventions, instruments and outcome measures; main findings;
and conclusions and implications. The Abstract should be followed by up to 6 key
words, up to 3 bullet points on “What is known about this topic”, and up to
3 bullet points on “What this paper adds”, with a total of no more than 110
words across all bullet points exclusive of the titles (120 including the titles).

The bullet points should give short, clear summaries on “What is known about the
topic” and “What this paper adds” identifying existing research knowledge and
new knowledge respectively in terms of outcome statements (what is
known/added), not process statements (what was done). Authors should report,
for instance, a specific outcome such as “experiences of patients and carers in
the community did not always concur with guideline recommendations”, NOT the
generic process “This qualitative study reports on experiences of patients and
carers in the community”. Authors may wish to use the last bullet point under
“What this paper adds” to summarise implications for practice, policy or research.
While we allow up to 110 words across all bullet points, authors should note that
shorter statements will have a greater impact and are more likely to attract a
reader’s attention. Authors should avoid repeating sentences in the Abstract

within the bullet points.

Optimizing your abstract for search engines: Many students and researchers
looking for information online will use search engines such as Google, Yahoo or
similar. By optimising your article for search engines, you will increase the chance
of someone finding it. This in turn will make it more likely to be viewed and/or
cited in another work. We have compiled these guidelines to enable you to
maximise the web-friendliness of the most public part of your article.


http://authorservices.wiley.com/bauthor/seo.asp
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Main Text: Where possible authors should avoid using abbreviations and
footnotes. The use of non-discriminatory language is encouraged and spellings
should conform with those used in the Concise Oxford English Dictionary.

5.4. References
References should be prepared according to the Publication Manual of the
American Psychological Association (6th edition). This means in text citations
should follow the author-date method whereby the author's last name and the
year of publication for the source should appear in the text, for example, (Jones,
1998). The complete reference list should appear alphabetically by name at the
end of the paper.
A sample of the most common entries in reference lists appears below. Please
note that a DOI should be provided for all references where available. Please
note that for journal articles, issue numbers are not included unless each issue in

the volume begins with page one.

Journal article
Beers, S. R., & De Bellis, M. D. (2002). Neuropsychological function in children
with maltreatment-related posttraumatic stress disorder. The American Journal
of Psychiatry, 159, 483-486. doi:10.1176/appi.ajp.159.3.483.

Book edition
Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are
visually impaired or blind: Infancy through high school (2nd ed.). Austin, TX: Pro-
ed.

OSCOLA (used for legal citations)
Citations: OSCOLA is a ‘footnote style’, so all citations appear in footnotes.
OSCOLA does not use endnotes or in-text citations, such as ‘(Brown, 2007).
Longer works, such as books and theses, also include citations in tables of cases
and legislation, and bibliographies.
When citing any source, either directly (as a quotation) or indirectly (by
paraphrasing or referring to ideas in a source), cite the reference in a footnote, in


http://dx.doi.org/10.1176/appi.ajp.159.3.483
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the style indicated in OSCOLA.
Indicate footnotes with a superscript number which should appear after the
relevant punctuation in the text (if any). Put the footnote marker at the end of a
sentence, unless for the sake of clarity it is necessary to put it directly after the
word or phrase to which it relates. If the word or phrase to which the footnote
marker relates is in brackets, put the marker before the closing bracket. A
quotation need not be footnoted separately from the name of the source from
which it is derived if the two appear in the same sentence. Otherwise, separate
notes should be used.
Close footnotes with a full stop (or question or exclamation mark). Where more

than one citation is given in a single footnote reference, separate them with semi-

colons.
Sample references follow:
Citing cases

It is well represented in the case law, perhaps most notably in the expression of

the no-conflict rule advocated by Lord Upjohn in Phipps v Boardman,3!

The relevant footnotes would appear as follows:
3111967] 2 AC 46 (HL).
Citing legislation

A citation in a footnote is not required when citing legislation if all the information
the reader needs about the source is provided in the text, as in the following
sentence:

This case highlights the far-reaching judicial role ushered in by the Human Rights
Act 1998.
Where the text does not include the name of the Act or the relevant section, this
information should be provided in a footnote.
British courts must only consider Strasbourg jurisprudence: they are not bound

by it.t
The relevant footnotes would appear as follows:
1 Human Rights Act 1998, S 2.
Citing secondary sources

If relying on or referring to a secondary source, such as a book or an article,
provide a citation for the work in a footnote.
Hart wrote that the doctrine of precedent is compatible with ‘two types of creative



88

or legislative activity’: distinguishing the earlier case by ‘narrowing the rule
extracted from the precedent’, and widening the rule by discarding ‘a restriction
found in the rule as formulated from the earlier case’.3
The relevant footnotes would appear as follows:
34 HLA Hart, The Concept of Law (2nd edn, Clarendon Press 1994) 135.
When citing more than one source of the same kind for a single proposition, put
the sources in  chronological order, with the oldest first.
Full details about how to cite and style in OSCOLA can be found here - OSCOLA
(Oxford University Standard for the Citation of Legal Authorities - 4th Edition).

5.5. Tables, Figures and Figure Legends
Tables: These should be clearly titled, follow a consistent layout, and be
referenced within the text. Wherever possible, they should be self-contained
avoiding the need for a reader to cross-reference the text to understand a table.
Tables should be submitted one per page, numbered using Arabic numbers, e.g.
Table 1, Table 2, etc, with titles listed on a separate page, at the end of the

manuscript.

Figures: These should be referred to in the text as figures using Arabic numbers
e.g., Fig. 1, Fig. 2, etc., in order of appearance, and submitted one per page at

the end of the manuscript.

Figure Legends: Each figure should have a legend clearly describing it. The
legends should be grouped on a separate page at the end of the manuscript. In
the full-text online edition of the journal, figure legends may be truncated in
abbreviated links to the full screen version. Therefore, the first 100 characters of
any legend should inform the reader of key aspects of the figure.

Preparation of Electronic Figures for Publication: Although low quality images are
adequate for review purposes, print publication requires high quality images to
prevent the final product being blurred or fuzzy. Submit EPS (line art) or TIFF
(halftone/photographs) files only. Microsoft PowerPoint and Word Graphics are
unsuitable for printed pictures. Do not use pixel-oriented programs. Scans (TIFF
only) should have a resolution of at least 300 dpi (halftone) or 600—-1200 dpi (line


https://www.law.ox.ac.uk/sites/files/oxlaw/oscola_4th_edn_hart_2012.pdf
https://www.law.ox.ac.uk/sites/files/oxlaw/oscola_4th_edn_hart_2012.pdf
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drawings) in relation to the reproduction size (see below). Please submit the data
for figures in black and white or submit a Colour Work Agreement Form (see
Colour Charges below). EPS files should be saved with fonts embedded (and
with a TIFF preview if possible).
For scanned images, the scanning resolution (at final image size) should be as
follows to ensure good reproduction: line art: >600 dpi; halftones (including gel
photographs): >300 dpi; figures containing both halftone and line images: >600
dpi.
Further information can be obtained at Wiley’'s guidelines for

figures: http://authorservices.wiley.com/bauthor/illustration.asp

Check your electronic artwork before submitting

it:http://authorservices.wiley.com/bauthor/eachecklist.asp

Permissions: If all or parts of previously published illustrations are used,
permission must be obtained from the copyright holder concerned. It is the
author's responsibility to obtain these in writing and provide copies to the

publisher.

Colour Charges: It is the policy of HSCC for authors to pay the full cost for the
reproduction of their colour artwork. Therefore, please note that if there is colour
artwork in your manuscript when it is accepted for publication, Wiley requires you

to complete and return a Colour Work Agreement Formbefore your paper can be

published. Any article received by Wiley-Blackwell with colour work will not be
published until the form has been returned. If you are unable to access the
internet, or are unable to download the form, please contact the production editor
at the address below and they will be able to email or fax a form to you. Once
completed, please return the form to the production editor at the address below:

Health and Social Care in the Community
Wiley

1 Fusionopolis Walk
#07-01 Solaris South Tower
Singapore 138628

T: 65 6643 8475


http://authorservices.wiley.com/bauthor/illustration.asp
http://authorservices.wiley.com/bauthor/eachecklist.asp
http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1365-2524/homepage/HSC_SN_Sub2000_F_CoW_HSC.pdf
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F: 65 6643 8008

E-mail: hsc@wiley.com

5.6. Supporting Material For Review Articles

Supporting material, such as figures or tables over two pages long, that will not
be published in the print edition of the journal, but will be viewable via the online
edition, can be submitted.

It should be clearly stated at the time of submission that Supporting Material is
intended to be made available through the online edition. In the unlikely event
that the size or format of the Supporting Material is such that it cannot be
accommodated on the journal's website, the author agrees to make the
Supporting Material available free of charge on the permanent website, to which
links will be set up from the journal's website. The author must advise Wiley-
Blackwell if the URL of the website where the Supporting Material is located
changes. The content of the Supporting Material must not be altered after the
paper has been accepted for publication.

The availability of Supporting Material should be indicated in the main manuscript:
both in text as 'see supporting material table' and by a paragraph, to appear after
the References, headed 'Supporting Material' and providing titles of figures,
tables, etc. In order to protect reviewer anonymity, material posted on the authors'
website cannot be reviewed. The Supporting Material is an integral part of the
article and will be reviewed accordingly.

6. AFTER ACCEPTANCE

Upon acceptance of a paper for publication, the manuscript will be forwarded to

the production editor who is responsible for the production of the journal.

6.1 Proof Corrections
The corresponding author will receive an e-mail alert containing a link to a
website. A working e-mail address must therefore be provided for the
corresponding author. Acrobat Reader will be required in order to read this file.
This software can be downloaded (free of charge)

from: http://get.adobe.com/reader/. This will enable the file to be opened, read on

screen, and printed out in order for any corrections to be added. Further


mailto:hsc@wiley.com
http://get.adobe.com/reader/
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instructions will be sent with the proof. Hard copy proofs will be posted if no e-
mail address is available; in your absence, please arrange for a colleague to
access your e-malil to retrieve the proofs.

Proofs must be returned to the production editor within three days of receipt. As
changes to proofs are costly, we ask that you only correct typesetting errors.
Other than in exceptional circumstances, all illustrations are retained by the
publisher. Please note that the author is responsible for all statements made in

their ~ work, including changes made by the copy editor.

6.2 EarlyView (Publication Prior to Print)
HSCC is covered by Wiley-Blackwell's EarlyView service. EarlyView articles are
complete full-text articles published online in advance of their publication in a
printed issue. EarlyView articles are complete and final. They have been fully
reviewed, revised and edited for publication, and the authors’ final corrections
have been incorporated. Because they are in final form, no changes can be made
after online publication. The nature of EarlyView articles means that they do not
yet have volume, issue or page numbers, so EarlyView articles cannot be cited
in the traditional way. They are therefore given a Digital Object Identifier (DOI),
which allows the article to be cited and tracked before it is allocated to an issue.
After print publication, the DOI remains valid and can continue to be used to cite

and access the article.

6.3 OnlineOpen
OnlineOpen is available to authors of primary research articles who wish to make
their article available to non-subscribers on publication, or whose funding agency
requires grantees to archive the final version of their article. With OnlineOpen,
the author, the author's funding agency, or the author's institution pays a fee
(currently $3000) to ensure that the article is made available to non-subscribers
upon publication via Wiley Online Library, as well as deposited in the funding
agency's preferred archive. For the full list of terms and conditions,
see http://olabout.wiley.com/WileyCDA/Section/id-406241.html.

Any authors wishing to send their paper OnlineOpen will be required to complete

the payment form available from our website


http://olabout.wiley.com/WileyCDA/Section/id-406241.html
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at: https://authorservices.wiley.com/bauthor/onlineopen order.asp.

6.4 Author Services
Online production tracking is available for your article through Author Services.
Author Services enables authors to track their article - once it has been accepted
— through the production process to publication online and in print. Authors can
check the status of their articles online and choose to receive automated e-mails
at key stages of production. The author will receive an e-mail with a unique link
that enables them to register and have their article automatically added to the
system. Please ensure that a complete e-mail address is provided when

submitting the manuscript. Visithttp://authorservices.wiley.com/bauthor/ for more

details on online production tracking and for a wealth of resources including FAQs

and tips on article preparation, submission and more.

6.5 Author Material Archive Policy
Please note that unless specifically requested, Blackwell Publishing will dispose
of all hardcopy or electronic material submitted two months after publication. If
you require the return of any material submitted, please inform the editorial office
or production editor as soon as possible.

6.6 Offprints and Extra Copies
A PDF offprint of the online published article will be provided free of charge to the
corresponding author, and may be distributed subject to the Publisher's terms
and conditions. Free access to the final PDF offprint of your article will be
available via author services only. Please therefore sign up for author services if
you would like to access your article PDF offprint and enjoy the many other
benefits the service offers. Additional paper offprints may be ordered online.
Please click on the following link, fill in the necessary details and ensure that you

type information in all of the required fields: http://offprint.cosprinters.com/ If you

have queries about offprints please e-mail offprint@cosprinters.com.



https://authorservices.wiley.com/bauthor/onlineopen_order.asp
http://authorservices.wiley.com/bauthor/
http://offprint.cosprinters.com/
mailto:offprint@cosprinters.com
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ANEXO I
PARECER CONSUBSTANCIADO DO CEP

FUNDACAO UNIVERSIDADE
ugampa FEDERAL DO PAMPA - W‘m
UNIPAMPA

Unitvme sotacte & other ml der Parmpa

PARECER CONSUBSTANCIADO DO CEP

DADOS DO PROJETO DE PESQUISA

Titulo da Pesquisa: OTIMIZACAO DO TRATAMENTO DA TERAPIA ANTI-HIPERTENSIVA A PARTIR DA
IMPLEMENTACAODE UM NOVO SOFTWARE FARMACOTERAPEUTICO A IDOSOS
ATENDIDOS EM UM CENTRO DE CONVIVENCIA

Pesquisador: Silvana da Luz Amaro

Area Tematica:

Versao: 3

CAAE: 60375116.6.0000.5323

Instituicdo Proponente: Fundagao Universidade Federal do Pampa UNIPAMPA
Patrocinador Principal: Financiamento Préprio

DADOS DO PARECER

Nuamero do Parecer: 1.899.349

Apresentacdo do Projeto:
De acordo com o proponente:

A saude no pais passa por uma situagae de mudanga tanto demografica guanto epidemioldgica e esla
transi¢gdo ccorre de maneira acelerada.

Mundialmente, 20% a 25% da populagao sdo afetadas por hipertensao arterial sistémica (HAS) e 71
milhdes de pessoas morrem anualmente por

causa de pressao sanguinea elevada. A cronicidade das patologias afeta em quase sua totalidade os
pacientes idosos, assim, a insergio do

farmacéutico na equipe multidisciplinar, objetivando acompanhar o paciente hipertenso em uso de
medicamentos pode melhorar o atendimento a

estes, diminuir a ocorréncia de efeitos colaterais e contribuir para o controle da pressao arterial (PA),
evitando dessa maneira complicagbes

decorrentes. Tendo em vista a abordagem multiprofissional, destacam-se as atividades ligadas diretamente
& farmacolerapia da HAS e cuidados

clinicos, para proporcionar ao idoso a conscientizagio quanto a sua salde, redugao os PRM e obtengio da
adesdo satisfatoria. Possui-se

Enderego: Campus Urugusiana BR 472, Km 592

Bairro: Pradio Administrativo - Sala 23 - Caixa CEP: 07.500-970
UF: RS Municipio: URUGUAIANA
Telefone: [55)3011-0202 E-mail: cep@unipampa.edu.br
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